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Preface 
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to focus on information about handicapped children that would have 
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many of whom have little knowledge about handicapped pupils. 

We also found that the content of most of the existing texts were 
not appropriate to tne needs of school psychologists. School psychology 
students need information about the characteristics and needs of 
various types of exceptional children that have an impact on the assess- 
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on parents prepared by John Ardizzone for the chapter on mental retar- 
dation was moved to Chapter 1; a portion on assessment prepared by 
Robin Brown for the chapter on emotionally disturbed students was 
moved to Chapter 2. Robin Brown* also prepared the materials included 
in Appendixes A through E. 

We express appreciation to the following colleagues who reviewed 
and made suggestions for selected chapters: Professors Percy Bates, 
Calvin Dyer, Susan lanna, Jeannie Johns, and William C. Morse of the 
University of Michigan; Mrs. Margaret Singer and Mr. John Higgins 
of the Washtenaw, Michigan Intermediate School District; and Dr. 
Susan Spungin and Ms. Zofja S. Jastrzembski. of the American Foun- 
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datfon for the Blind. Finally, we thank the reviewers who made 
valuable comments and suggestions for improving the manuscript. 

The audience for this book includes school psychologists in train- 
ing and those in the field who have little or no background in special 
education. We trust they will find the book useful in their future assess- 
ment work with exceptional children. 



Geraldine T, SchoU 



Introduction 



"A deaf child? Will I need art interpreter? How can I establish contact 
with her?" 

"Cerebral palsy? How can I test him if he can't speak understand- 
ably or use his hands?" 

"Don't I need special norms when I test handicapped children?" 

"How do they expect me to assess a child who has neither verbal 
nor written communication skills?" 

These are typical questions school psychologists ask when requested 
to assess a handicapped child. Public Law 94-142, the Education for 
All Handicapped Children i^ct of 1975, requires assessment of handi- 
capped pupils as a prerequisite to placement in the lea^t restrictive en- 
vironment. School psychologists are expected to participate in identi- 
fication and placement decisions about various types of handicapped 
children. Further, they are often asked to r,take recommendations 
regarding appropriate educational strategies foi remediation within the 
classroom. To perform this function, they must be knowledgeable about 
the needs and characteristics of all types of exceptional children so that 
they will be able to select the appropriate instruments and strategies 
to use in the assessment process. They must be able to interpret the 
results they obtain from these instruments and strategies to parents 
and professionals in a meaningful way so that the best possible place- 
ment decision may be made, and they must have the background 
necessary to make recommendations for educational intervention. They 
must also be knowledgeable about the process of education, particularly 
about the roles of teachers in facilitating learning. All these expecta- 
tions grovving out of the legislation are expanding the role of the school 
psychologist. 

Although skilled in the administration and interpretation of a wide 
variety of assessment measures, many school psychologists have 
limited knowledge of the nature and needs of handicapped children, 
of their likenesses and differe'nces as compared with nonhandicapped 
children, and of how jhe results of an assessment should be interpreted 
because of these differences. In their survey of 303 colleges and univer- 
sities with state-approved school psychology training programs, 
Sullivan and McDaniel (1982) found that 42 or 25% of the 172 colleges 
and universities responding required no courses in handicapping con- 
ditions, and an additional 40 or 23% required one course. There was 
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no indication whether or not these programs met the standards of the 
American Psychological Association or the National Association of 
School Psychologists, both of which do require course work related 
to handicapped children. Even in programs requiring course work in 
various exceptionalities, the emphasis tends to be on mentally retard- 
ed, emotionally disturbed, or learning disabled children, the high in- 
cidence categorical groups. Low incidence handicapping conditions 
such as hearing impairment (Schoenwald, 1980) and visually handi- 
caped (Ward, 1982) are neglected. To meet the intent of P.L. 94-142, 
school psychologists need information about the nature and needs of 
all handicapped children, including those from low incidence areas. 

This btiok is intended to be a resource guide to help school 
psychologists, especially those in preservice programs, understand 
various types of exceptional children and to apply that knowlege in 
their professional role. The book assumes that the reader has little or 
no previous background or knowledge in the psychology or educa- 
tion of exceptional children or youth. 

The book is divided into two major parts. Part 1, "General Con- 
siderations," includes a brief discussion of the changing role of the 
school psychologist, an overview of assessment, and a description of 
the use of informal procedures as assessment tools. Part II, "Areas of 
Exceptionality," reviews the specialized characteristics and needs of 
each group among the commonly accepted categories of exceptional 
pupils. 

Informal and formal assessment instruments are mentioned in 
various chapters. Appendbt H includes a listing of all these instruments 
together with the addresses of the publishers. 

REFERENCES 

Schoenwald, B. (1980). The great training default. Vw Dinxtilv Teacher, 1, 19, 30. 
Sullivan, P.D., & McDaniel, E.A. (1982), Survey of special education- 

coursework in school pj,ychology training programs. Excq}UQm\ Children, 

46, 541-543. 

Ward, M F (1982). Attitudes and concerns of school psychologists toward 
assessment of visually handicapped children. DVH Neu^skf.'er, 27, 2943. 



PART I 



GENERAL 
CONSIDERATIONS 



Part I includes general background information for understanding the 
role and function of psychologists who work in ^he school setting with 
handicapped children. 

The first chapter focuses on selected sections of Public Law 94-142, 
the Education for All Handicapped Children Act of 1975, and Section 
504 of Public Law 93-112, the Rehabilitation Act of 1975. These laws 
include important regulations regarding the parameters in the assess- 
ment of handicapped persons, with special emphasis on non- 
discriminatory evaluation, due process, parental rights, and confiden- 
tiality of records. The first section of Chapter 1 focuses on these re- 
quirements. TTie next section disctisses ^me of the issues related to 
assessment that are an outgrowth of judicial and legislative actions. 
The third section suggests ways of developing and maximizing inter- 
disciplinary team relationships a& an approach to arriving at decisions 
regarding placement and educational planning. The final section in this 
chapter outlines some leadership roles and responsibilities that should 
be assumed by school psychologists. 

The second chapter presents a five-step model for the process of 
assessment from the time of referral to the formulation of an in- 
dividualized education program to meet the needs of the handicapped 
child and provide him or her with a free appropriate education, which 
is the ultimate goal of the assessment process. 
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The third chapter includes two major sections. The first section 
discusses theoretical and practical issues related to employing an 
ecological approach to assessment. This section responds to the increas- 
|>ig focus in the field of school psychology on looking at the child in 
the natural setting, particularly the classroom. The second section 
discusses some non-test-based assessment procedures, including 
classroom obser\^ation, that may be useful techniques for studying the 
child in the natural setting. 




CHAPTER 1 

The Role and Function of 
the School Psychologist in 



The roles performed by school psychologists are diverse, with varia- 
tions even among those who are employed within the same school 
district. This diversity results in part from the interaction between 
school psychologists who come from a variety of training and experien- 
tial backgrounds and the wide variety of the school settings in which 
they function (Monroe, 1979). Monroe (1979) identified five roles j>er- 
formed by school psychologists along a continuum from those with 
the most direct influence to those with indirect influence on the child: 

1 . Counseling or therapy on either an individual or group basis to im- 
prove the school adjustment of the individual child, 

2. Psychoeducational assessment through formal and informal pro- 
cedures to use in making educational decisions/ 

3. Consultation with parents or teachers to facilitate the adjustment 
of the child, 

4. Inservice training of school p^rsormel, usually to effect some needed 
change within the school program, 

5. Research through the systematic collection and analysis of infor- 
mation to improve educational programs^ 
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Monrt>e concluded that few ''school psychologists provide all of 
these services to the public schools; some provide only one/ while most 
offer the services contained in two or three of the roles" (p. 33). 
Although the expectations of administrators, the type of school set- 
ting and community, and the training and experience of the school 
psychologist have an impact on the selection of a particular role or roles 
to be performed, outside forces also have an influence. 

The passage of Public Law 94-142, the Education for All Handi- 
capped Children Act of 1975, has had a great impact, both positive 
and negative, on the role of the school psychologist. In implementing 
the law, some states now restrict the services of school psychologists 
to identification and assessment of pupils in special education or those 
suspected of being in need of special education services. Thus, their 
prior role in h orlcing with regular education teachers and pupils has 
been curtailed. Some provisions in P.L. 94-142, for example, due pro- 
cess, nonbiased assessment, and confidentiality of records, place restric- 
tions on how the school psychologist assesses and works with special 
education students. These issues have led to concern in the field regar- 
ding the appropriate role of the school psychologist. However, it is 
no; within the scope of this book to explore in depth the issues related 
to role definition that abound in the field today. The reader is referred 
to Hynd (1983) and Ysseldyke and Weinberg (1981) for such informa- 
tion. The focus in this book is on the school psychologist's role in special 
education with pupils and their parents and with teachers and other 
staff who work in special education. The emphasis is placed on what 
that role should be, which may not be the way it is currently defined 
in some school districts. 

One intent of P.L. 94-142 is to improve assessment and placement 
procedures so that handicapped children can receive their free ap- 
propriate education in the least restrictive environment. Decisions are 
expected to be made from an interdisciplinary team approach. The 
various members of the interdisciplinary team are charged with dif- 
ferent tasks or duties in the processes of identification, diagnosis, or 
certification of a need for special education and selection and inter- 
pretation of results from formal and informal assessment mea&ures. 
Recommendations for appropriate placement and education program 
plans for handicapped pupils are to result from sharing information 
among team members. Participation on the team calls for an expand- 
ed role for the school psychologist from routine "testing" to ''assess- 
ment,'' and for a different relationship with teachers, other school per- 
sonnel, parents, and particularly the pupil. Frequently the school 
psychologist becomes an advocate who at times is viewed as an adver- 
sary of the school district. * * 

ERIC 
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This chapter presents an overview of influences and issues related 
to the role of the school psychologist in special education. It is divided 
into four sections: legislative forces, issues related to testing/assess- 
ment, interdisciplinary team relationships, and finally, the school 
psychologist in a leadership role in the school setting. 

LEGISLATIVE FORCES 

Public Law 94-142 

During 1982 the U,S. Department of Education proposed a comprehen- 
sive revision of the August, 1977 regulations governing implementa- 
tion of P. L. 94-142. However, at present it appears that major revisions 
will not be made. We include here a summary of the intent of sections 
in the current rules and regulations that have particular relevance for 
the school psychologist. 

Definition of Psychological Sennces 

Section 121a.l3 of P.L. 94-142 (DHEW, 1977a) includes "Psychological 
ser\ ices" under "Related services" and defines them as follows: 

(8) "Psychological services" include: 

(i) Administering psychological 4nd educational tests, and other 
assessment procedures; 

(ii) Interpreting assessment results; 

(iii) Obtaining, integrating, and interpreting information about child 
behavior and conditions relating to learning; 

(iv) Consulting with other staff members in planning school programs 
to meet the special needs of children as indicated by psychological 
tests, interviews, and behavioral evaluations; and 

(v) Planning and managing a program of psychological services, in- 
cluding psychological counseling for children and parents. 

This definition expands the role beyond test adminstration and in- 
terpretation to include consultation with other staff members and 
psychological counseling for children and parents. 

Evaluation Procedures 

The rules specifying evaluation procedures are of particular interest 
for several reasons: the kinds of assessment instruments to be used 
are described in some detail; the assessment must be multidiscipUnary 
and include more than a single measure; and all areas relevant to the 
child's suspected disability must be assessed. 
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§ 121a. 532 Evaluation procedures. 

Stale and local educational agencies shall insure, as a minimum 

that: 

(a) Tests and other evaluation materials; 

1 Are provided and administered in the child's native language or 
other mode of communication, unless it is clearly not feasible to 

do so; - L - u au 

(2) Have been validi led for the specific purpose for which they are 

used; and . , , 

(3) Are administered by trained personnel in conformance with the 
instructions provided by their producer; 

(b) Tests and other evaluaHon materials include those tailored to assess 
specific areas of educational need and not merely those which are 

designed to provide a single general inteUigence quotient; 

(c) Tests are selected and administered so as best to ensure that when 
a test is administered to a child with impaired sensory. nvanuaJ, 
or speaking skills, the test results accurately i^eflect the child s ap- 
titude or achievement level or whatever other factors the test pur- 
ports to measure, rather than reflecting the chad's impaired sen- 
sory, manual, or speaking skills (except where these skills are the 
factors which the test purports to measure); 

(d) No single procedure is used as the sole critenon for determining 
an appropriate educational program for a chUd; and 

(e) The evaluation is made by a multidisciplinary team or group of per- 
sons, including at least one teacher or other specialist with 
knowledge in the area of suspected' disability. 

(f) The chUd is assessed in aU areas related to the suspected disabUi- 
tv including, where appropriate, health, vision, hearing, social 
and emotional status, general intelligence, academic performance, 
communicative status, and motor abilities. 

A subsequent section (121a.534) stipulates that a reevaluation must 
take place at least every 3 years. 



Placement Options 

One of the important provisions in P.L. 94-142 is P^^^^f * ^^.^^^^ 
icapped child in the least restrictive environment (LRE). bection 
121a 550 requires that handicapped chUdren be placed with those who 
are not handicapped to the maximum extent appropriate. Section 
121a 551 requires that a continuum of alternate placements be available 
so that chUdren are placed where their educational needs can be met 
most effectively. These alternate placements should range fromregtilar 
classes to segregated schools, residential or day. The intent of this sec- 
tion in the regulations was to ensure that handicapped children would 
be placed in the best setting for obtaining an appropriate f^cabon. 
Many school districts do not provide such a continuum either withm 
their district or through cooperative arrangements with other distncts. 

22 
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This is especially true of programs for low incidence handicapped 
children: those with hearing or visual impairments and those with 
physical handicaps. 

There is no easy solution to how school districts, especially small 
districts or those in rural areas, can provide a full continuum of ser- 
vices. Several models have been proposed; each with disadvantages. 
Some initiate cooperative arrangements with neighboring districts. For 
example, one district provides a program for visually handicapped 
children, another for the hearing impaired, and a third for physically 
handicapped children, with each serving pupils from all three districts. 
This solution may increase transportation costs, cause problems related 
to operational costs when one district's assigned program is more ex- 
pensive than another's, and create issues related to varying teacher 
salary schedules across districts. A regional or intermediate school 
district organization for all special education programs provides another 
model. The program becomes centralized/ and local districts may lose 
control over monitoring the quality of services provided to children 
from their district. Some districts place several categorical groups into 
one program; for example, combining emotionally disturbed, learn- 
ing disabled, and educable mentally retarded pupils or pupils from all 
the low incidence categories. This model has distinct disadvantages. 
Teachers often are not certified in all categorical areas, and there are 
extraordinary challenges in attempting to meet the heterogeneous 
educational needs of several distinctly different types of pupils within 
a single program. The children themselves, because of their particular 
impairments, may not be able to communicate with their peers; for 
example, a blind child in the same program with hearing impaired 
children. 

The lack of options within a continuum of services presents one of 
the most critical problems in special education, but it is one that few 
small- to medium-sized school districts have been able to resolve to 
any satisfactory degree. Great ingeriuity is required to ensure im- 
plementation of this section of the law. School psychologists face a 
dilemma when the only available placement in the school district may 
not be the one most appropriate for the child's educational needs. It 
may be necessary to function as an advocate with the school administra- 
tion on behalf of the child and his or her parents to secure the most 
appropriate placement (Frith, 1981; Heshusius, 1982), 



Due Process Procedures 

Subpart E of P.L. 94-142 Sections 121a.5(X)-.574 outlines in some detail 
the due process procedures for parents and children. School 
psychologists must be familiar with their state and local procedures 
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for implementing this subpart, particularly those related to notice and 
consent and to due -jrocess. Under the provisions of Section 121?. 503 
in this part, parent nave a right to secure an independent educational 
evaluation, at public expense, if they disagree with the evaluation by 
the school district and if the hearing officer is in accord. 

Because of their critical role in the placement and planning process, 
school psychologists should become thoroughly fami'iar with these sec- 
tions since they may be called upon to justify their recommendations 
to the parents or the school district or both during a due process 
hearing. 

Confidmtklitxi of Information 

The confidentiality of information is spelled out in Sections 
121a. 560-. 575. Because the school psychologist needs to keep detailed 
notes, he or she should become thoroughly familiar with the regula- 
tions in these sections as well as with the school district's implemen- 
tation of the regulations. Some questions that may arise include the 
following: Do parents have a right to see test protocols with raw data? 
Can parents demand to be present and observe the assessment? Can 
parents decide which assessment instruments are to be used? 

For additional details about these provisions as well as other provi- 
sions of importance for school psychologists, the reader is referred to 
Ballard (1977), Reschly (1983), and Reynolds and Birch (1982). 

Section 504 

Section 504 of Public Uw 93-112, the Rehabilitation Act of 1975, has 
been called the "Civil Rights for the Handicapped Act" (Ballard, 1977). 
The following sections of the rules and regulations are relevant for 
school psychologists, 

Dffitiition<ii 

A handicapped person is more broadly defined under the provisions 
of this law to include not only those who currently have a physical- 
or mental impairment but also those who have a record of having had 
or are regarded as having an impairment (DHEVV, 1977b, Section 84. Ij). 
Such impairments must be considered as limiting the person in one 
or more of the majoi life activities. Several impairments included under 
this act, such as some physical handicaps described in Chapter 8, 
typically have no educational implications. The role of the school 
psychologist in such instances may be minimal until it is time for a 
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refeiTPil to an appropriate agency outside the school setting, such as 
vocational rehabilitation. 



Education-Related Pt. ivisions 

The regulations also include provisions for a fre^ appropriate public 
education (Section 84.33); placement in a setting with nonhandicapped 
persons (Section 84.34); evaluation and placement procedures (Sec- 
tion 84.35);. and procedural safeguards (Section 84.36); all of which are 
similar to those under P.L. 94-142. 



State and Local Regulations 

Each state has developed its own guidelines or rules and regulations 
withm the framework of the federal legislation. School psychologists 
should obtain a copy of and become familar with their state regula- 
tions for special education programs and services. There is variation 
among states, especially un criteria for eligibUity for special education 
programs and services. 

Under the provisions of P.L. 94-142 each state submits to the U. S. 
Department of Education a plan for implementation. This plan may 
be a good resource for obtaining information about state-wide im- 
plementation of special education legislation. A request for both'the 
state regulations and the implementation plan should be made through 
the director of special education in the state department of education. 

Procedures followed by local districts may also vary within the 
framework of state and federal guidelines. Some states require the sub- 
mission of loc^l or intermediate/regional plans for the delivery of special 
education progranis and services. £f it is avaUable, the school 
psychologist should obtain a copy from the local or intermediate/ 
regional special education director. In any event, it is importai^t for 
the school psychologist to be familiar with the rules and regulations 
at aU levels as they pertain to identification, placement, and educa- 
tional programming for handicapped pupils. 

ISSUES RELATED TO TESTING/ASSESSMENT 

Federal and state legislation as w ?11 as judicial rulings have raised ques- 
tions related to the use of standardized tests with minority pupils for 
placement purposes. The first part of this section summarizes some 
of these issues and reviews a few proposals for modification. Since 
these kinds of tests are frequently questionable when used with hand- 
icapped pupils, the use of such instruments in nonstandardized ways 
for these pupils is discussed. 
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Standardized Tests 

The traditional tiK)ls ot the school psychologist have been standard- 
ized tests ot intelligence. Typically these tests have norms derived from 
their use on a specific population that may or may not be represen- 
tative of the ptipulation as a whole. This issue of bias is not new (Haney, 
1981) but it has become mtjrc prominent in recent years, partly because 
of the involvement of the courts in determining whether the use of 
standardized tests of intelligence has resulted in the disproportionate 
placement of minority pupils in special education classes, especially 
those for educaWe mentaUy impaired students (cf , Bersoff, 1981; Haney, 
1981; U.nbert, 1981; Reschly, 1981). P.L. 94-142 requires the use of 
nondiscriminatory instruments. This means that the school 
psychologist must be familiar with a wide variety of instrumei^' and 
know the priKedure for scleciion as well as characteristics of their stand- 
ardization populations and data on their validity and reliability. , 
The controversy over the use of standardized tes^s should lead 
school psychologists to view these instruments with caution, but this 
does not necessarily mean that they should b^ discarded. Banning the 
use of standardized tests in California, for example, has not led to the 
anticipated decrease in the number of Black students placed in special 
classes for the educable mentally impaired (cf . Uambert, 1981; Reschly, 
1981). In fact, it is possible that avoiding the use of such standardized 
measures nia/ result in a chUd's not receiving the needed special educa- 
tion ser\'ices'{MacMillan, 1982). Insteadr.of banning the use of tests, 
the way in which the results are applied should be examined. For ex- 
ample, school psychologists could abandon the use of the term IQ; 
employ muUifactored assessment; explore the use of other instruments 
such as criterion-referenced tests; and use behaviorial consultation 
methods that emphasize a?sessmeri!, intervention, and ev^aluation of 
outcomes in the natural setting (Reschly, 1981). 

Glaser (1981) recommended an agenda for- research leading to the 
development of instruments that wUl assist in making instructional 
decisions. He suggested that there be less emphasis on tests as selec- 
tion tools and more on how to assist children to take, full advantage 
of their educational opportunities. Other factors also need to be con- 
sidered, such as the assessment of the role of motivation and adjust- 
' ment in determining intellectual competence and in planning interven- 
tion programs (Scarr, 1981). 

If standardized tests are viewed as observations in a controlled set- 
ting, then school psychologists should pick and choose appropriate 
tests and parts of tests that will yield the most useful information for 
a particular child and augment these with informal assessment pro- 
cedures such as classrcKim observation. The results of these multiple 
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sources of information will lead to more effective recommendations 
for intervention within the school setting. Some informal assessment 
procedures are discussed in Chapters 2 and 3. 

The National School Psychology Inservice Training Network has 
developed two training modules that relate to these problems. Non- 
biasi'd Asscssmetjt (Oakland, n.d.) includes the topics of basic considera- 
tions, legal principles, sociocultural considerations, understanding 
language characteristics, educational assessment, assessment and the 
mentally retarded student, and assessment and the emotionally 
disturbed student. Non-Test-Based Assessment (Tucker, n.d.) includes 
an introduction and overview and deals with the topics of observation- 
based assessment, interview- based assessment, and curricuium-based 
assessment. Although the modules are designed for a workshop 
presentation, individual L-hooI psychologists will find in them infor- 
mation that will be helpful i^^ determining how to assess and inierpret 
data obtained from various tests and instrumer is \n. light of the vary- 
ing backgrounds of the pupils, 

Nonstandaxdized U^e of Standardized Instruments 

The controversy over* the use of standardized tests has revolved 
primarily around the disproportionate numbers of minority pupils 
placed in special classes, most often classes for educable mentally 
retarded children. In judicial rulings, courts have viewed the tests as 
being biased and unfair to minority groups. 

This same criticism of standardized tests may be applied to handi- 
capped pupils. Some pupils, because of the nature of their im- 
pairments, have restricted access to their environn^ent for learning ex- 
periences and are truly disadvantaged; some lack fine motor skills 
needed to manipulate test materials quickly and efficiently. The use 
of the recommended standardized procedures for administration and 
scoring as well as the application of^test norms for ^^uch pupils might 
be seriously questioned. For example, a number of years ago a S-year- 
old child who wore prostheses because her own eyes had been re- 
moved when she was a toddler, responded to the Stanford-Binet ques- 
tion "What do we do with our eyes?" with ''In the morning my mother 
puts them in and at night she takes them out." Obviously the Hfe ex- 
periences of this 5-year-old differed from those of the typical fhild her 
age. When asked what other people did with their eyes, she gave the 
correct response. School psychologists face similar situations almost 
daily in assessing ha <dicapped children, and they must ask themselves 
to what extent they should modify the tests used in such situations. 

ITie answer to this question will depend in large measure on the 
purpose of the test administration: Is it for "testing" or for "assess- 
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ment"? If the school psychologist is interested in determining the learn- 
ing potential of the child in order to recommend appropriate place- 
ment and intervention, then modifications in administering and scor- 
ing are appropriate. If, for a particular purpose, the school psychologist 
must determine how this child's ability compares with that of his or 
her peers, then modifications should probably not be made. The reader 
is refened to Scarr (1981) and Glaser (1981) for a more detailed discus- 
sion regarding the questio''. "Why test?". 

To fulfill the teacher's need for information relevant for planning 
an appropriate educational program, the school psychologist should 
use a variety of assessment procedures. Standardized tests and sub- 
parts of tests, modified as necessary so as not to penalize the child 
because of the nature of the disability, should be used to assess poten- 
tial and for comparative purposes as well as for determining eligibUity 
for services. Criterion-referenced instruments and standardized tests 
of achievement should be used in whole or in part to assess the child's 
current level of functioning relative to chronological age and grade level. 
Observation and other informal assessment techniques should be used 
for obtaining data on other variables that have an impact on the child's 
functioning in the classioom, home, and community settings. With 
data from a variety of sources, the school psychologist can make recom- 
mendations for appropriate placement and edn-itional planning. 

Guidelines for assessment of pupUs with van ' disabilities are pro- 
vided in the chapters in Part H. In addition, school psychologists should 
become familiar with the variety of procedures, including classroom 
observation, that can be used for informal assessment (Chapters 2 
and 3). 

INTERDISCKPLINARY TEAM RELATIONSHIPS 

. Professionals concerned with the education of handicapped children 
are now frequently working together in an interdisciplinary team rela-, 
tionship. Included on the team are parents and pupils themselves, 
when appropriate, as well as other school personnel. A well function- 
ing team relationship requires that each member know and appreciate 
the role of others in the process and their potential contribution. The, 
following sections provide information that may help school 
psychologists work more effectively with teachers, parents, and other 
school personnel, particularly other members of the interdisciplinary 
team. 

Teachers 

The special educator and che regular teacher can be invaluable resources 
to the school psychologist in preparing for the assessment. The regular 
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teacher can provide specific referral questions and information about 
the child's areas of strengths and weaknesses in educational and social 
functioning; the steps already taken to assist the child in areas of defi- 
ciency and the results of that assistance; and summaries of parent con- 
ferences and consultations with other teachers, both regular and 
special. The referring teacher can also provide descriptions of the school 
program expectations, academic standards, and how the child func- 
tions in relation to them in the classroom, as well as observations of 
the child's emotional and social functioning, particularly reaction to 
success and failure, peer relationships, and attitudes. Frequently, the 
referring teacher may also provide pertinent family information based 
on personal contacts. Unfortunately, regular teachers seem to be under 
utUized as members of the interdisciplinary team. (Ysseldyke, Alcoz- 
zine, & Allen, 1982). 

Special education teachers can provide data about the child's 
developmental level from their informal observations and assessments. 
The special educator's knowledge of current programming can be in- 
valuable in assisting the school psychologist in formulating a recom- 
mendation for placement. Special education teachers have been found 
to be the most important and influential contributors to individualized 
education program (lEP) meetings (Gilliam & Coleman, 1981). In ad- 
dition, the speciaJ educator (particularly the receiving teacher) plays 
an essential role in reevaluation. By addressing the specific concerns 
in the initial referral and subsequently reported strengths, weaknesses, 
ai.d results of recommended programming, the special educator pro- 
vides a profile of the chUd's progress and changes that the school 
psychologist can then use in reevaluation. 

Teachers expect a report to tell them more than they already know 
about the child, and they want concrete suggestions for teaching 
strategies. It is frustrating to get a report that speaks only in terms of 
test scores and personality dynamics, with no hint of how they relate 
to the classroom setting. 

As part of the assr sment, the school psychologist could do trial 
teaching in order to - certain cognitive styles and provide specific sug- 
gestions to the teacher for behavioral and instructional management. 

The school psychologist should also know about the curriculum and 
instructional resources of the school. It is of little value to suggest that 
a teacher use materials that are not teadily obtainable. Teachers 
sometimes need guidance in using available materials or in making or 
obtaining appropriate materials. The school psychologist's knowledge 
of the school and its resources will enable him or her to assist the 
teacher in utilizing them. Furthei, the assessment should be conducted 
with full knowledge of the curriculum employed in the particular 
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classroom. This knowledge may be gained most effectively through 
classroom observation (see Chapter 3). 

In order to build a good relationship with teachers, school 
psychologists need both training and experience. Course work in cur- 
riculum development is a typical requirement in school psychology 
preparation programs. Although teaching experience is not usually re- 
quired, many school psychologists bring to their preparation programs 
some experience in regular or special education teaching. Those who 
have that background can often make recommendations that are more 
acceptable, especially to teachers who are reluctant to have someone 
without practical experience offer to help them. School psychologists 
with no prior teaching experience should complete a program of 
planned observation at various grade levels as part of their prepara- 
tion program so they become familiar with the dynamics of the 
classroom. 



The Family 

Paretits 

The birth of a baby is traditionally a happy occasion, but in some in- 
stances even a healthy baby may be perceived as an intruder in the 
marriage relationship, as attention focuses on the helpless infant who 
is causing an imbalance in family priorities and a shift in the dynamics 
of the family system. Sometimes the child either djaws parents together 
or becomes a source of discord. The arrival of a handicapped chUd 
brings even greater elements of imbalance, intrusion, uncertainty, and 
anxiety. Parents may find few of the joys usuaUy associated with chUd 
rearing; instead, they may find dreams shattered and in their place 
guilt, recriminations, and an exacerbation of marital conflict. Our 
culture fosters the myth that all parental feelings toward a child should 
be positive. Some parents may not be able to recognize or accept their 
disappointment and feelings of rejection (Waterman, 1982; Watson & 

Van Etten, 1976). * 

School psychologists may find parental reactions to be a major issue. 
Since the child is viewed as an extension of self, parents may resort 
to one or more defensive mechanisms: denial, projection of blame, or 
repression of real anger. At the base of these reactions may be feel- 
ings of guilt or fear. Most parents are naturally concerned about their 
possible responsibUity for the handicapping condition. This concern 
is grounded in reality in those cases where the condition is hereditary; 
but even tn cases where there are no hereditary factors, rudimentary 
knowledge of chromosomal or genetic factors or f-imply superstition 
and misinformation may lead some parents to feei that their chUd's 
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condition has been "passed on" by them. Further, guilt about bring- 
ing the child into the world, concern about any future children, and 
worry about what other p^eople will say are intertwined. Often accom- 
panying the anxiety is fear about the uncertainties that lie ahead. Not 
only is the child's potential very uncertain, but so is the parent's abili- 
ty to maintain emotional strength. Unspoken shame and disappoint- 
ment add to the problem. It is little wonder that parents usually need 
careful counseling and accurate information. The school psychologist 
should be aware that professional counseling might be necessary not 
only for the parents but for the entire family (Waterman, 1982). 

How can the school psychologist respond to parents' needs and ex- 
pectations? McLoughlin, Edge, and Strenecky (1978) have suggested 
that an informal conference in an atmosphere of warmth, understand- 
ing, assurance, and trust can be the basis of a productive and helping 
relationship. Effective parent training involves a combination of educa- 
tion and counseling (Kronick, 1978). The first role of the school 
psychologist may have to be that of a listener trying to ascertain where 
the parents need support. Are they denying the existence of their 
child's disability, feeling guilty about it, or wondering what the future 
holds? The school psychologist must meet parents at their level with 
acceptance and understanding before beginning any "re-education." 

As parents begin to move toward an acceptance level, the school 
psychologist can increase the amount of information about the child's 
specific problem; the handicapping condition in general, including 
etiology and prognosis; potential school services; and community, 
state, and national resources. Later, parents need more specific infor- 
mation about the nature of the handicapping condition and realistic 
expectations for their child's future. Such information should be given 
clearly, directly, and compassionately. False hopes shouKi not be 
raised. Parents must be told frankly about the facts regarding ''cures." 
Often parents will use the false hope of some "cure" to delay recogniz- 
ing the dimensions of t\\e problem. 

The school psychologist should be acquainted with the services 
available in the community, such as parent groups and respite care, 
so that use of these resources can be recommended when needed. 
Parents often feel they must care for their handicapped child Without 
outside assistance, and they may have guilt feelings when they leave 
the child in the hands of another caregiver. The 24-hour-a-day care 
of a handicapped child can be emotionally as well as physically drain- 
ing, and at times parents may neglect either their other children or 
each other. Parents need counseling to accept respite care when ap- 
propriate in order to allow them an opportunity to meet their own 
needs and those of other family members. 
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Parents need time to absorb and evaluate information and to in- 
tegrate the new knowledge and formulate their next questions. They 
may need to receive information repeatedly over a period of time. Fur- 
thermore, they also need affirmation, encouragement, and understand- 
ing about their own abilities as parents (McLoughlin, et al., 1978; 
Schnell, 1982). 

Parents are a vital part of the interdisciplinary team. They should 
have a voice in determining the most appropriate placement, they 
should be encouraged to visit possible sites, and they should be includ- 
ed in developing the eciucational plan for their child. 

The Handkappt- ^hild 

Handicapped chiiw M.n need a sense of being loved, wanted, and part 
of the family. Like nonhandicapped children, they must learn that there 
are limits to demands and be reassured that they will be given the same 
limits as well as the same love as their brothers and sisters. They must 
have the opportunity to develop their potential, neither pushed beyond 
their capabilities nor "helped" beyond what is necessary. Parents 
should accept limitations but should not be satisfied with performance 
that is less than the child's capabilities allow. 

Other Family Meniben 

Frequently, needs of nonhandicapped siblings are overlooked in the 
process of parental concern with the handicapped child. Siblings may 
have concerns about telling their friends about the chUd and explain- 
ing what the problem is. They need information on a level appropriate 
to their stage of development and understanding so that they in turn 
can explain it appropriately to their friends. Often siblings sense the 
burden of tension that caring for the handicapped chUd places on their 
parents. Open lines of communication with their parents can help 
relieve the anxiety that nonhandicapped siblings may acquire. The extra 
effort required for coping with the handicapped child should not 
deprive the other children in the family of caring attention from their 
parents. 

Siblings often need help in coming to terms with their own resent- 
ment, fear, and shame about the handicapped child. Such feeU ngs are 
difficult to admit without guilt. The school psychologist shoulil know 
that siblings often have nowhere they can turn in attempting to resolve 
their concerns. If the school system is open to the practice, the sch9ol 
psychologist might provide a valuable service by offering discussion 
groups for nonhandicapped siblings. Such groups could provide an. 
outlet for feelings and go a long way in relieving sonie of the burden 
siblings carry. 
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The presence of an extended family in the home, such as grand- 
parents, should also be acknowledged. These persons should be in- 
eluded in any family counseling, especially if they are the primary 
caregivers for the handicapped child. Extended family members often 
have needs similar to those of the parents and siblings. Their attitudes 
and feelings toward the handicapped child may influence the ecological 
setting in which the child lives, and thus their role in that setting must 
be recognized. Extended family members can often provide respite care 
for the child when a break is needed by the parents. They may lend 
objectivity to the family's perception and treatment of the child. 

Waterman (1982) listed ten questions that provide gxiidance for 
understanding the family with a handicapped child: 

1. Do both parents participate with the children and share in discuss- 
ing the children? 

2. Is one parent— or both parents— unusually overprotective or reject- 
ing toward the handicapped child? 

3. Is either parent blaming the other (or himself or herself) for the hand- 
icapping condition? 

4. Does the handicapped child seem to have access to the parents similar 
to that of the other children in family? Is he or she heard by them 
but not stifled or prevented from growing? 

3- Do siblings receive appropnate time and attention from the parents? 

6. Do siblings seem secure, or do they need to seek attention from their 
parents or others in negative ways? 

7. Are family members allowed to express negative feelings toward the 
handicapped child? Is this done in a nondestructive way? 

8. Do the parents support and nurture each other? 

9. Do the parents spend some time together away from all the children? 
10. Do family members have some sources of support to fall back on 

outside of the nuclear family (extended family, friends, and so on)? 
(p- 178) 

Other School Personnel 

The interdisciplinary team frequently includes other school personnel 
with whom the school psychologist must work: the speech and 
language pathologist, school social worker, administrative personnel, 
school counselor, school nurse, and the rehabilitation counselor for 
older pupils. The relationship with the speech and language pathologist 
is described in Chapter 11. 

School social workers, when available in the school district, can pro- 
vide valuable assistance in case work with the child and the fanuly and 
in obtaining and interpreting information about the home situation. 
Overlapping skills of these two professionals, especially in counsel- 
ing, may cause some conflict. It can usually be resolved through clear- 
ly delineated roles in job descriptions aiidihrough developing a work- 
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ing relationship based on mutual trust and respect. The two should 
work closely together, particularly in the identification and diagnostic 
stages of the assessment process. 

Administrators, primarily the principal and the director or super- 
visor of special education, are other school personnel who are involved 
on the interdisciplinary team. The fiscal role of these professionals may 
sometimes precipitate conflicts, especially when needed services are 
not available within the school district and financial constraints preclude 
the addition of such resources. Working thrbugh these problems may 
require considerable understanding and compromise on all sides. 

Other school personnel are included on the interdisciplinary team 
when appropriate. The school guidance counselor is often present for 
secondary level pupils especially, to help in selecting appropriate 
courses. Guidance counselors can often provide inpui: about the school 
climate, curriculum, and teachers that may be helpful in developing 
the individualized education program. The school nurse has a special 
contribution to make in planning for children with physical im- 
pairments, including vision and hearing, and is also a resource per- 
son for interpretation of medical reports. The rehabilitation counselor 
is an important addition to the team when plans are made for the tran- 
sition to a postsecondary placement. 

All involved personnel need to understand and respect the respon- 
sibilities and potential contributions of each team member in order to 
develop a truly inferdisciplinary team relationship. 



LEADERSHIP ROLES 

Within the school system, the school psychologist often is called upon 
to play vital leadership roles in curriculum development, advocacy, 
and research. 



Curriculum Development 

The school psychologist can perform several important functions in 
curriculum development. The responsibilities of identifying, assess- 
ing, educational planning, and placement for handicapped pu^-^ils pro- 
vide a unique overview of the educational system with all its assets 
and limitations. An "epidemic" of referrals from one particular teacher, 
of children from the same grade levels but different schools, or of 
similar problems in the same school should alert the school psychologist 
to the possibility that the problems may be due to something within 
the school or school district. When referrals within a school come 
primarUy from one teacher, the school psychologist may discuss the 
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situation with the principal in an attempt to discover the underlying 
cause. If the referrals are from similar grade levels, the school 
psychologist might disoiss the problem with the curriciilum consul- 
tant or with an appropriate administrator to determine whether the 
curriculum for that particular grade level is too difficult or not suffi- 
ciently challenging for the pupils, A rash cf similar proWems in a school 
might be attributed to the atmosphere, morale of the staff, relation- 
ship between principal and teachers^ or other factors within the ecology 
of the school (see Qiapter 3). The school psychologist can discuss freely 
with both teachers and administrators the problem areas he or she has 
observed and can work with them to remediate or eliminate the 
underlying causes. 

Many school districts have curriculum review committees charged 
with the responsibility to recommend curriculum changes. Again, the 
school psychologist can play a significant role on such committees 
through interpreting the growth and developmental needs and 
characteristics of pupils at various age levels, recommending changes 
to make the curriculum more responsive to societal and community 
needs, and providing input based on referrals of students with prob- 
lems where modification in the curriculum may alleviate the problems. 

Advocacy Role 

The handicapped child can have no more powerful advocate than the 
school psychologist. Through the assessment process, the psychologist 
identifies the educational needs of the child and must now work to 
assure the child an appropriate placement with an appropriate ciu"- 
riculum. This should be a major commitment. One school psychologist 
described herself as "scrappy'' when she advocates for appropriate 
services. 

This advocacy role must also be carried out when problems arise 
between parent and child and between teacher and child. When ten- 
sions arise among other school personnel, for instance, teachers and 
principals or principals and administrators, the school psychologist 
again may function as an advocate. The training of school psychologists 
in consultation skills should help them prepare for these roles (Mar- 
tin. 1983). 

School Psychologists and Research ^ 

Because of their training and assigned roles, school psychologists may 
be the professionals in school systems who are best equipped to be 
involved in research. This involvement includes making a contribu- 
tion to the research literature, bridging the gap between research fin- 
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dings and their application to school improvement, and program 
evaluation. In recognition of this potential role an increasing number 
of graduate programs now require a research component for their 
school psychology trainees (Brown, 1979). 

School psychologists are in a unique position to make a contribu- 
tion to the research literature. By virtue of their role and their work 
setting, they have access to a subject pool of special education students, 
with data on thes6 subjects available from a variety of sources including 
assessment instruments. Comparative data on the total school popula- 
tion axe usually also readily accessible from the school district's routine 
record-keeping and assessment program. Teachers and administrators 
usually have numerous questions about pupils, their educational needs 
and problems,. and how their individualized education programs may 
be made more effective. Such questions lend themselves to field-based 
research. From them, school psychologists con formulate educationally 
relevant research questions and design appropriate methods for shed- 
ding light on the problem areas. Computers are often used routinely 
in the administrative operation of the school and thus are readily 
available for data analysis. 

There is some evidence that practicing school psychologists, especial- 
ly those with doctoral degrees have the desire and ability to conduct 
research. Medway, Delp, lerace, Lazarus, and Westphal (1978) found 
that, among those who hold a doctorate, practicing school psychologists 
produce as much research as do academic school psychologists. With 
all the critical problems in schools today, school psychologists may play 
a key role in finding solutions through their research efforts. 

Applying Research Finditigs 

Another aspect to the research role is that of translating research find- 
ings into practice. Although the preparation of special education 
teachers, counselors, and educational administrators usually em- 
phasizes the application of research to the improvement of educational 
practice, many remain suspicious of research and skeptical of the rela- 
tionship between specific findings and actual practice. School 
psychologists can p\ky a role in attempting to remove such r#*lStance 
by showing practitioners how the findings of a particular study may 
have applicability to problems they identify in their settings. School 
psychologists may be the most influential professionals within the 
school district in bridging the gap between research and practice. Miller 
(1981) described this role as that of a "knowledge-linker" between the 
researcher who needs assistance in facilitating the application of 
research findings and the administrators, teachers, and pupils who 
need the information for achieving greater academic growth through 
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enriched educational experiences resulting from the application of 
research findings. 

Evaluating Program Effectiveness 

Finally, school psychologists with their professional knowledge and 
skill$ may be the most appropriate professionals in the school to 
manage the program evaluation mandate of Public Law 94-142. By 
assessing systematically the outcomes of their efforts in assessment 
and educational plamting for individual siiidents and through monitor- 
ing the implementation of the individualized education programs, they 
are in a position to facilitate better educational opportunities for handi- 
capped pupils (Phye, 1979), Further, with their role firmly based within 
the ecology of the school they are in a good position to evaluate the 
effectiveness of various segments of the total school program, such as 
the special education component. Maher (1981) identified four dimen- 
sions to program evaluation; evaluative information "that describes 
the nature, scope or impact of a program"; evaluative methods 
employed "to acquire the information"; the evaluative process that 
communicates the relevant information to decision makers; and final- 
ly the use of the information for decision making purposes (p. 115). 
He viewed school psychologists, particularly those who function in 
the smaller districts, as appropriate personnel to be assigned respon- 
sibility for organizing information along these four dimensions in im- 
plementing program evaluation for special education. 

SUMMARY 

This chapter presented a brief overview of the role of school 
psychologists in the school setting. The impact of P.L. 94-142 and other 
legislative and judicial actions on the performance of that role was 
discussed. Issues surrounding "testing" were summarized including 
the controversy over use of standardized tests with atypical popula- 
tions. Some guidelines were presented for using such tests in nonstan- 
dard ways with handicapped children* Finally, the roles of the school 
psychologist as a member of the interdisciplinary team and as a leader 
in the school district were described. 
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The Process of Assessment 
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Paula Elitov 



The emphasis of this chapter is on the process of assessment, that is, 
how the school psychologist proceeds step by step from the initial refer- 
ral through developing an appropriate educational plan and arrang- 
ing for placement in a program. Children with problems usually first 
come to the attention of parents or teachers and are then referred to 
another person for help. Most school districts have a formal procedure 
for handling referrals and school psychologists should be familiar with 
all local policies and procedures. 

Step one in the assessment process is a determination of the refer- 
ral concerns, which includes collecting descriptive and anecdotal in- 
fCTnation that helps to clarify the problem. Step two is the collection 
o'i all relevant historical and behavioral data that will enable school per- 
sonnel to determine whether this is an appropriate referral and, if so, 
to formulate questions to be answered by means of assessment. In step 
three the school psychologist selects and administers appropriate in- 
struments. In step four, the psychologist uses the information thus ob- 
tained and input from other members of the interdisciplinary team to 
prepare a report that integrates and interprets the available data. Final- 
ly, in step five, strategies for educational planning and intervention 
are developed, typically in a team meeting. 

The approach described here emphasizes consideration of how the 
child functions in relation to peers, how good a match there is between 
the child and the learning environment, and how the child goes about 
learning new tasks. This approach encourages the school psychologist 
to use clii-.ical skills and knowledge of the learning process as primary 
evaluation tools and to use norm-referenced tests, criterion-referenced 
tests, diagnostic teaching episodes, and informal observation as sources 
of particular types of diagnostic information. 
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DESCRIPTION OF THE PROCESS 

Step One: Determining the Referral Concerns 

The first step is to understand as completely as possible why the child 
is being referred. The school psychologist should ascertain what in- 
terventions have been attempted within the framework of regular 
education. This is critical, especially for children with mild handi- 
capping conditions, since there appears to be increasing concern about 
the over-identification of such children— especially those wi^h learn- 
ing disabilities-for special education programs and services (see, for 
example, Madden & Salvia, 1983; Shepard, Smith, & Vojr^ 1983). 
School psychologists should determine from the regular teacher and 
other appropriate school j>ersonnel what options in regitlar ediication 
have been attempted and how they have been evaluated. 

If alternatives have not been explored, then the school psychologist 
should work with regular school personnel to identify what interven- 
tion strategies might be attempted prior to initiating a formal referral 
for assessment. The next chapter includes suggestions for studying the 
child within the school setting as part of an ecological approach and 
for conducting classroom observations, both of which can provide 
useful tt>ols for identifying alternatives. Possible alternatives that might 
be employed within regular education include the use of cross-age 
tutors, volunteers for tutoring in particular subject matter areas, place- 
ment for part of the school day in another classroom for a specific pur- 
pose, suggestions for parents to work on at home, structuring the 
classroom to maximize the learning environment, and individualizing 
instruction. A case conference with the school principal and regular 
teacher might help to determine the most appropriate strategy to enable 
the child to remain in the regular classroom. 

If it appears that options within regular educ-^tion have been ex- 
hausted, then the school psychologist should interview the referring 
person to identify specific questions that person would like answered. 
From this information assessment strategies can be detem\ined. A sug- 
gested format for this purpose is included in Appendix A. 

If specific referral concerns have not already been presented, it is 
useful to discuss in detail with the parent or teacher the behaviors or 
attributes of the child that are a source of worry. In this way, specific 
questions can be formulated to assist the assessment process. The pro- 
cess of coming to a consensus about the essential questions serves 
several useful purposes. First, asking parents and tearhers for specific 
questions helps them pinpoint their concerns and helps the school 
psychologist to focus the assessment and the feedback to address these 
concerns. Second, it provides an opportunity for the school 
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psychologist to call the attention of the teacher or parent to additional 
questions that may be suggested by the data provided, but that did 
not occur to the person referring the child. Third, it provides an op- 
portunity for the school psychologist to set realistic exf>ectations for 
what the evaluation can and cannot accomplish. 

Specific questions will also help the school psychologist determine 
the most appropriate type of assessment. Some questions are best 
answered by observation in the classroom; other information is best 
gathered by observing the child on a playground with peers. Con- 
trasting the child's level of functioning in a one-to-one session and in 
a large, noisy classroom can provide information about which en- 
vironments are optimal. 

As the school psychologist talks with the parent or teacher about 
expressed concerns, it is also important to listen for hidden fears and 
concerns. For example, a parent's most pressing question may be what 
caused the child's disability. This question will most likely not be 
answered by the assessment and, if a parent is waiting for such an 
answer, the results of the assessment may be disappointing. It is useful 
at the outset to clarify for parents what questions can be answered and, 
if there are some unanswerable ones, to acknowledge the frustration 
of not having these answers. A teacher may refer a child because he 
or she really wants the child transferred to another class. For this 
teacher, a long ^st of suggestions for remediation is likely to be poorly 
received. Knowing at the outset what the real issues are can make the 
assessment prcxress more helpful to the child, the teacher, and the 
parent. 

It may be useful for the school psychologist to summarize this in- 
itial period of sharing concerns and behavioral observations by listing 
the referral questions with the teacher or parent and developing a plan 
and a timetable for answering each question. This plau *.iay include 
what. types of assessments are needed, who will carry out each one, 
where the assessments will take place, and what question each assess- 
ment will attempt to answer. The school psychologist may want to 
serve as a central ^'case manager" who integrates the findings of a 
number of evaluations and provides the feedback to the parent or 
teacher, 

* Step Two: Gathering Historical and Behavioral Data 

Time used to find out what is already known about the child is time 
well spent. This procedure should include obtaining a detailed 
developmental history from the parents. The level of detail in the 
developmental history will vary depending on the nature of the set- 
ting in which this information is collected and the type of problem the 
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chUd seems to evidence. A typical basic developmental history should 
include information about the mother's pregnancy;/the prenatal, 
perinatal, and postnatal periods; the child's early developpient and 
affect; information about the child's temperament; and early sleeping 
and eating patterns. Parents should be asked about any medical prob- . 
lems the child has had including allergies, hospitalizations, and ac- 
cidents. It may also be useful to ask about any separations or traumatic 
experiences the parent remembers as being significant to the child. 

The developmental history should continue through the preschool 
period with questions about the child's early learning in the area of 
language, gross /and fine motor development, interaction with peers, 
and reactions to early school experiences. The style of discipline that 
the parent ha^ found to be effective and any difficulties with discipline 
should be Hoted. 

For school-age children, the history should continue with questions 
about growth and development in three areas: school, home, and com- 
munity^. Questions about school progress should focus on areas of 
strength and weakness in academic subjects; nonacademic subjects 
such as art, music, or sports; and, interactions with peers and teachers. 
Questions about interactions of the child within the family should stress 
how^ the child plays in the family, and relationships with various family 
jnembers. Finding out about how the child functions within the com- 
munity can reveal the degree of personal independence the child has 
from the family and may point out community activities and resources 
that might be used on the child's behalf. For school-age «hildren, the 
inquiry would include questions about any involvement with the law 
and with drugs. 

It is also helpful to know as much as possible about the setting in 
which the child is ciurently placed, what approadies have already been 
tried, and what has or has not been successful. This information helps 
focus the assessment on obtaining new information rather than tell- 
ing parents and teachers what they already know. The school 
psychologist^ in talking with the teacher and/or observing the child 
- in the classroom, should consider the size of the classroom, the skills 
and characteristics of the other children, the cxuriculum being 
employed, the teacher's style, the tasks the child is asked to do, and 
the competencies necessary to be successful in the classroom. 

After obtaining this overview, it is useful to look more carefully at 
the child's academic work and history of successes and failures. As 
the student moves from individual to small group to large group ac- 
tivities during the school day, what differences are noted in his or her 
ability to attend to and to profit from these experiences? How does 
the child seem to fit in with the social scene of the classroom? Is the 
child a central member of the Class social structure, a scapegoat, or an 
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i^lated member of the classroom? It is also useful to ask the teacher 
what specific approaches wori^ best with the child and what has already 
been tried. Acknowledging and using the wealth of information the 
teacher already has can aeate a feeling of partnership with the teacher 
and help focus the assessment on providing genuinely new 
information. 

Throughout this process of infomiation gathering, the school 
psychologist should be looking for "red. flags/' bits of information 
about the child's behavior that can help in the formulation of tentative 
hypotheses about the child's learning. These can suggest questions 
to explore further and help determine the most effective assessment 
tools to use. Some "red flags" may be: 

1. Inconsistencies in reports of the child's behavior, particularly in dif- 
ferent settings. 

2. Patterns of strengths and weaknesses. 

3. Behaviors that suggest which a particular type of learning problem. 

4. Patterns that suggest which approaches seem to be effective or inef- 
fective in working with the child. 

5. Relationships between behavior and learning problems. 

6. Aspects of the developmental history that are suggestive of specific 
developmental disabilities. 

7. Poor attendance record. 

Step Three: Conducting the Assessment 

Once objectives for the assessment are established, the school 
psychologist must determine what tools to use in order to answer the 
referral questions. Depending on the concerns, one or more of the 
following type^ of assessment instruments may be used. 

Intelligence Tests 

IQ tests can be useful in giving a global picture of a child's learning 
ability in relation to a normative group, but they do not tell why a child 
obtained a certain score nor whether the child would obtain a different 
score following intervention. The preceding chapter included a discus- 
sion of the difficulties of using standardized tests of intelligence with 
atypical grdups. School psychologists are cautioned to interpret results 
of such tests with an awareness of their weaknesses. Frequently, it is 
*wise to use only those subtests that will answer the referral questions 
rather than to administer a complete test for the sake of obtaining an 
IQ score. 
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Ordinarily, an effort is made to select an intelligence test that wUl 
minimize a child's area of disability. For example, a nonverbal IQ test 
such as the Leiter International Performance Scale might be chosen 
as most appropriate for a chUd who has a severe language or hearing 
disabUity. The Wechsler Intelligence Scales are also popular because 
the tests give a profile of subtest scores in specific areas of intellectual 
functioning. Suggestions for standardized tests of intelligence ap- 
propriate to specific disability groups are included in the chapters in 
Part II. With some handicapped chUdren, school psychologists may 
wish to employ a particular test or subtests in nonstandardized ways 
as described in Chapter 1. School psychologists should be aware of 
the pitfalls and limitations of standardized tests of intelligence and use 
them as only one source of information in the assessment process. 

Statidardizi'd Achia^tent Tests 

Achievement tests are another form of norm-referenced tests that com- 
pare a child to peers within academic subject areas such as reading 
and mathematics. They may be helpful in pinpointing levels at which 
criterion-referenced or diagnostic testing should begin. Generally, 
achievement tests will suggest areas of strength and weakness, but the 
scores will not provide information about how the child learns or which 
subskills present the most difficulty. 

Criterion-Referenced Tests 

The purpose of criterion-referenced instruments is to determine par- 
ticular patterns of skill acquisition within a curriculum area. For ex- 
ample, in mathematics, one could assess subskills such as numeration, 
geometry, or measurement; in reading, one could measure subskills 
such as sound-blending, comprehension, or decoding. Criterion- 
referenced assessment does not compare the child with peers but rather 
looks at what specific skills the child has or has not acquired. Educa- 
tional recommendaHons for where to start and what to work on usually 
grow out of this type of assessment. 

Adjusted Conditiom Testing or Trial Teaching 

Trial teaching is an attempt to assess under what conditions the chUd 
is able to learn specific tasks. It is the most individualized of all 
assessments discussed so far because the student is used as the 
reference (Cruickshank, Morse & Johns, 1980). In order to carry out 
a trial teaching episode, the school psychologist must understand both 
task and learner analysis, know a variety of teaching methods, and 
understand the learning process. This is a time io experiment with alter- 
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ing task variables and carefully observing the effect on the child's ability 
to learn. Some task variables to consider include: 

1. Types of materials (concrete, abstract, sensory, etc.). 

2. Mode of presentation l,5 tasks (verbal directions, demonstration, 
multisensory, etc ). 

3. Sequencing, pacing, and timing of instruction. 

4. Nature of the output required. 

5. Level of stimulation. 

6. Amount of supervision and feedback required. 

For example, the school psychologist may give the chUd some 
arithmetic tasks to perform, such as addition, and make avaUable con- 
crete teaching aids, such as blocks. By observing how the child per- 
forms with and without the concrete aids, the school psychologist may 
be able to offer the teacher specific suggestions for remediation in the 
classroom. 

The highly individualized nature of trial teaching makes it a time- 
consuming and therefore costly procedure. It requires the school 
psycholqgist to have intimate knowledge of school learning tasks and 
how they can be inodified and creativity to vary procedures for specific 
purposes. After some experimentation, however, the school 
psychologist should be able to use trial teaching as an effective means 
of finding out about a child's learning style. 

Classroom Obsen^ation 

Observing a child within the classroom setting can provide valuable 
information for the assessment process as weU. This technique is 
discussed in greater detaU in Chapter 3. 

Rating Scales 

Rating scales may be useful tools for quickly gathering impressions from 
teachers and/or parents about the child's everyday behavior in settings 
where the school prychologist seldom can do extended observation 
(Connors, 1969). Teachers and parents have considerable knowledge 
about the child that is sometimes difficult to articulate or organize. 
Rating scales that ask a wide variety of questions about the child's 
behavior can provide a format for teachers and parents to use in 
organizing their observations. 

Teacher-rated behavior scales typically ask about school-related prob- 
lems and can be used by the school psychologist to assess how the 
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child's difficulties interface with the demands of the school environ- 
ment. Such questionnaires may also darif>' for the school psychologist 
what behaviors are most bothersome for the teacher. Typically, 
behavior rating scales contain a variety of questions grouped in clusters 
that tap the same underlying dimension of behavior. Some scales pro- 
vide a profile of factor scores that can be useful in summarizing the 
teacher's ratings. 

Parent-rated behavior scales provide the school psychologist with 
an opportunity to get a sense of the child's behavior at home and in 
the community. From the parents' perceptions of the child, the school 
psychologist can begin to piece together similarities and differences 
in the parents'and the teacher's perceptions and to evaluate in which 
settings the child's behavior is "disturbing." 

Behavior rating scales may sometimes be used instead of an inter- 
view, if it is not possible to meet in person with the parent or teacher. 
Some school psychologists ask the parent or teacher to fill out the rating 
scale ahead of time and then use it as a focal point for the interview. 
It can be useful to sit down with the parent and the teacher and com- 
pare observations as a basis for beginning a dialogue between them. 
Rating scales can also be used to evaluate the progress of intervention 
strategies by providing a baseline description of behavior that can then 
be compared with a second rating at the end of treatment. 

As with any shortcut method, rating scales do not substitute for a 
good clinical interview conducted by a trained clinician, but they can 
add a quantitative enhancement to it. Because they consist of many 
specific questions, it is sometimes difficult to get a total picture of the 
child without some summary data or general impressions from the 
teacher or parent. It also happens that very significant dimensions of 
a child's behavior are not tapped by the particular rating scale. 

The school psychologist should be sensitive to the reading level and 
sophistication of parents. For some parents a 50- or 100-item question- 
naire is overwhelming, and for some it is too difficult to read. Never- 
theless, the school psychologist can often quickly obtain more specific 
information about the child's behavior with a rating scale than can be 
obtained from simply getting a teacher's global impression of a child. 
Teachers and parents are often more willing to respond to a question- 
naire by checking off or circling items than by answering long, open- 
, ended questions. 

Some of the more current teacher behavior rating scales are the 
Behavior Problem Checklist (Peterson & Quay, 1979); the Hahnemann 
High School Behavior Rating Scale (Spivack & Swift, 1975); and the 
Devereaux Behavior Rating Scales (Spivack & Swift, 1967). Some ex- 
amples of parept behavior rating scales include the Louisville Behavior 
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Checklist (Miller, 1%7) and the Child Behavior Rating Scale (Achen- 
back & Edelbrock, 1978). 

Ecological Emluation 

After determining eff '^uvv *eaching strategies in a one-to-one setting 
under favorable circu nstances, it is im|>ortant to evaluate the classroom 
settings where the child is or could be placed. In what ways are these 
natural settings different from the assessment setting? What skills does 
the child need to be able to function in this class? To what degree is 
the child able to work alone, get materials himself or herself, and so 
forth? How will the child fit in with the other children socially? What 
expectations exist in this classroom for academic and social perform- 
ance? How flexible is the teacher in accepting and implementing the 
suggestions the school psychologist might make? Will the teacher need 
modeling or instruction to be able to implement the"^ school 
psychologist's suggestions? What are the specific dyitamics within the 
classroom that may help or hinder the child's learning? 

These considerations are extremely important in working toward 
meaningful educational planning. The value of the school 
psychologist's report to the teacher and parent often depends on the 
feasibility of carrying out suggestions for remediation in the natural 
setting where the child will spend most of his or her time. 

A more extensive discussion of ecological evaluation is included in 
Chapter 3. 

Step Four: Integrating and Interpreting the Results 

After the assessment process, the school psychologist's greatest 
challenge is to integrate the information gathered using his or her best 
clinical judgment and knowledge. This requires a careful review of the 
results of the total assessment in relation to the original referral ques- 
tions and a synthesis of these residts into a meaningful, comprehen- 
sive report. Parents and teachers expect to learn more about the child 
at the conclusion of an assessment than they knew at the time of refer- 
ral. They also want a report that addresses their original concerns and 
provides them with specific suggestions for how to manage the child 
and the setting to facilitate learning. Finally, they want a report they 
can read and understand, one that is free of jargon. 

All categoiies of exceptional children may show uneven patterns 
in skill development. It is useful to describe the child's current skill 
level and provide suggestions for instruction to build on the current 
level. 





}4 The Siihk^l Psuchohs^ifit und the Exceptumal Ch'ld 

There is also a need ta. discuss how a specific disability relates to 
other aspects of learning or social development. For example, how 
might dyslexia affect the child^ self-esteem and feelings of competence? 
Could it interfere with compl^ion of assignments in areas where the 
child is otherwise competent, such as math or science, and if so, how? 
Gliedman and Roth (1980) have\hallenged professionals to create a 
new developmental psychology 0f hijndicapping conditions from which 
we can come to appreciate the lin^ue developmental tasks facing 
children with handicaps and from wn^h mental health professionals 
can begin to evaluate the adaptive potential of a variety of behaviors 
that might ordinarily be construed as maladaptive. 

It is important to integrate the findingsNand create a picture of the 
whole child, including strengths and weakniesses within the child and 
within the ecology. To do this, the school psychologist must move 
beyond findings on tests to essential issues, needs, and difficulties as 
well as strategies that work. \ 

Finally, it is helpful to tie together evidence ^om the assessment 
data with observations from parents and teachers. To do so makes the 
process more relevant and conveys to parents and teachers the value 
placed on their input. Original referral questions must be addressed 
in the comments. 

Step Five: Recommending Strategies for Educational Intervention 

The recommendations for remediation should follow logically from the 
conclusions drawn in Step four. For maximum usefulness the sugges- 
tions should he as specific as possible. If particular remediation tech- 
niques are recommended, it is helpful to list sources of information 
about these techniques for parents or teachers who may be unfamiliar 
with them. If suggestions are made that might be unrealistic for the 
classroom teacher to implement, a strategy should be offered for pro- 
viding extra services to the child. Listing specific available community 
resources may facilitate the process, 

\ 

Writing the Report 

Frequently, the written report represents to the teacher and/or parent 
the end point of the assessment process. All of the clinical observa- 
tions; test results; and evaluations of the child, the family, and the 
school setting must be woven together to make a succinct statement 
about the nature of the child's strengths and weaknesses, the child's 
needs, and the plan for remediation. 
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A typical report includes the following sections: 

1. A sifmmary of dei^ographk infonnaition: name, date of birth, name 
of pjiarent or giiaiidian, name of school and grade, etc. 

2. A statement of thje problem or referral questions including any dif- 
fereinces in the perception of the problem on the part of parents, 
teacihers, the child himyherself, etc. 

3. A s^on on behavioral observations. This part of the report should 
inclixde a descrirition of how the child related to the examiner; 
gen&ral impressiohs of language and gross ntotor functioning; how 
the Child approached the tasks involv^ in the assessment; how the 
chilcl reacted to stress, to difficiilt tasks, to success; the amount of 
support the child (required; the types of feedback that helped the 
child to focus on the tasks presented. If the school psychologist 
observed the chil^ in the home or in the classroom, impressions 
of how the child related in these settings should also be included. 

It should be noted that the same behavior may have different 
meanings in different children and in different settings. For exam- 
ple, a hyperactive child may be expressing his/her immaturity, be 
overly anxious or have some neurological impairment. It is impor- 
tant, therefore, to view each child's behavtor in relation to the child's 
developmental history and in terms of the frequency of the beHavior 
and the context in which it occurs. Appendix B describes a variety 
of common behaviors and suggests some alternative hypotheses 
about the nature of thes^ behaviors that the school psychologist may 
want to consider. Appendix C provides some guidelines for the 
school psychologist to use in writing behavioral observations. 

4. A description of the child's current developmental level. Depend- 
ing on the nature of the assessments completed in Step three, this 
section of the report should describe and integrate the results. All 
formal tests administered should be listed along with appropriate 
information to help the reader interpret the test findings. It is useful 
to move beyond describing te^i si;pres to describing how the child 
learns, what it is like for the child in^he school setting, and ]generally 
what is the natiu-e of the child's neeci?. Attempting to describe what 
it feels like to be this child is often a u^ful way to explain test find- 
ings to teachers and parents and to help them appreciate the child's 
needs. Integrating the information gathered during formal testing 
with the behavioral observations gathered from teachers and parents 
in a variety of contexts helps create a picture of how the child func- 
tions differently in different settings, depending on the stressors 
and supports that each setting presents. 
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5, A description of what techniques appear to work well for the child 
in facilitating learning or enhancing social and emotional growth. 
At this point, it may be useful to acknowledge the limitations parents 
o* teachers may have in meeting the child's needs and to discuss 
added support that may be useful. If the school psychologist has 
had the opportunity to assess strengths and potential resources 
within the family and the community, he or she may want to discuss 
ways in which these resources might be mobilized on the child's 
behalf. 

6. A summar>^ statement that briefly underscores the child's current 
level of functioning, the child's needs, and recommendations for 
remediation. 

The writing of the report reflects the process of the assessment itself. 
Clinicat assessment is a creative process that challenges the school 
psychologist to utilize knowledge of child development, skills in engag- 
ing and relating to children, and abilities to develop and test out 
hypotheses, so that assessment information can be pieced together into 
an individualized education program that will enable the child to meet 
success in the school setting, 

SUMMARY 

This chapter described the process of assessment from the time of in- 
itial referral to placement in a special education program or service and 
formulation of an individualized education program. Although policies 
and procedures vary among school districts, the steps in the process 
are similar across districts. 

The school psychologist first determines why the child is being re- 
ferred. This typically involves an interview with the person referring, 
such as the teacher or the parent. The school psychologist next col- 
lects existing data from appropriate sources, including the child's 
teacher and parents, that will help clarify the problem and determine 
whether or not the referral is appropriate. 

On the basis of these data and the referral questions, the school 
psychologist selects appropriate formal and inf 3rmal assessment in- 
struments that will best address the identified problems. With the 
results from' the preassessment and from the instruments employed 
in the assessment itself, the school psychologist, in concert with other 
members of the school team, integrates the findings and prepares a 
report that addresses the referral questions. Finally, a program of 
remediation is planned by the interdisciplinary team including recom- 
mendations for placement and teaching strategies to address the child's 
problems. 
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CHAPTER 3 



Non-TestrBased 



Approaches to Assessment 



As noted in Chapter 1, recent changes in education have led to a re- 
examination of the role of school psychologists. The demands and 
challenges of Public Law 94-142 and recent court decisions that call into 
question the use of standardized instroxnents with certain populations 
for whom such tests may not be appropriate necessitate a reconsidera- 
tion of employing those instruments in the assessment process. 
Although standardized tests have traditionally been used by school 
psychologists to obtain information about a child's skills and abilities, 
they are not adequate to answer questions about how the child uses 
those skills and abilities in a group setting (Carlson, Scott, & Eklund, 
1980). Children usually behave differently in a one-to-one situation, 
and problem areas may not be identified by the school psychologist 
from an assessment using standardized instruments. The critical ques- 
tion in the referral concerns expressed by teachers and parents, 
therefore, may not be addressed. 

To respond effectively to these needs, many school psychologists 
are adopting another perspective, studying the child as a functioriing 
being within the total environmental system, that is, the child's ecology 
(Wallace and Larsen, 1978). Drawing from the biological sciences, the 
school psychologist uses non-test based or informal assessment 
methods to study the chOd as an organism interacting with his or her 
environment. 

This chapter is divided into two sections. The first i^ection describes 
the background of the ecological approach and its application to 
psychology and to the assessment process. The second section 
describes three non-test-based procedures that may be useful for study- 
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iiig the child in his or her ecological or natural setting: interviews, obser- 
vation, and consultation. ' 

DESCRIPTION OF THE ECOLOGICAL APPROACH 
Background 

School psychologists are charged with the two-fold responsibility for 
asse^.sment and intervention: They seek ways to measure the abilities 
and behaviors of children so they can recommend appropriate interven- 
tions. They may use one or more approaches: behavioral, 
psychodynamic, biophysical, and sociological frameworks (see Long, 
Morse, &i Newman, 1980, pp. 82-83 for a brief dt^scription). Despite 
this wide array of orientations and their associated techniques, factors 
such as the imprecise nature of the instruments, the multitude of 
variables beyond control, and the ambiguous conditions under which 
judgments are made make the realization of the school psychologists' 
goal difficult. 

I^art of the solution to these problems is to base decisions on as wide 
a range of information as possible and to view the child as embedded 
in a system, as part of a whole. An ecological approach is represent- 
ative of this holistic view, regarding the child and the environment 
in totality rather than as discrete and separately functioning entities. 

An ecological view^ has been discussed in the literjture for many 
years (Barker, 1%5, 1%8; Gump, Schoggen, & Redl, 1963; Hobbs, 1966; 
Rhodes, 1967; Rhodes & Tracy, 1972). In Ecological Psycholo<^y, Barker 
(1968) reported a landmark project in ^ich he and his associates 
surveyed and documented the environment of a midwestem town in 
terms of behavior settin( On the basis of their systematic descrip- 
tion of the environment and its behavioral output, they concluded that: 

The environment provides inputs with controls that regulate the inputs 
in accordance with the systematic requirements of the environment, on 
the one hand, and in accordance with the behavior attributes of its human 
components, on the other. This means that the same environmental unit 
provides different inputs to different persons, and different inputs to 
the same person if his behavior changes; and it means, further, that the 
whole program of the environment's inputs changes if its own ecological 
properties change; if it becomes more or less populous, for example, (p. 
203) 

This work was critical in establishing the importance of viewing the 
individual in relation to the environment in order to understand 
behavior. What Barker pointed out then is especially relevant to assess- 
ment iod.^y. If behuvior is the outcome of an interaction between the 
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characteristics of the individual and the features of the setting, similar 
environments may be expected to produce different behaviors among 
different individuals. More importantly, for the purposes of assess- 
ment, the same individual may be seen to react differently in different 
settings. Thus, caution is required when making generalizations based 
on observing behavior in one setting. 

, From 1972 to 1974, the Child VariJince Project at the University of 
Michigan delved into the application of the major theoretical positions 
to the assessment of disturbed children. In a report from this project 
Feagans (1972) provided a comprehensive introduction to the concept 
of ecology and its application and development in the social sciences. 
In its original biological use, ecology was defined as the study oi struc- 
ture, that is, the organism and environment, and function, that is, the 
exchange of energy or interaction (Feagans, 1972). This section is con- 
cerned with the psychological application of ecology and focuses on 
the effects of the ecosystem on behavior. 

Ecological Approach Applied to Psychology 

An ecosystem in biology denotes the interaction between the organism 
and its environment. Similarly, in psychology, the term is used to refer 
to the relationship between the individual and the setting. Its applica- 
tion in psychology is represented by a merger between environmen- 
tal and developmental psychology. The study of the classification and 
measurement of environments is combined with the study of individual 
differences in growth and development. 

A second concept borrowed from ecology is that of the ecological 
niche. This refers to the organism's role in an ecosystem. To the extent 
that ecosystems are perceived as being different, one's ecological niche 
will also be different. 

The third concept is niche breadth, which indicates the range of roles 
the individual plays. As in biology, where the organism may assume 
2 number of functions in response to the ecosystem's demands, so in 
psychology an individual may ha* e a variety of response patterns or 
roles. 

Conventional assessment procedures are child-centered; they focus 
on isolated aspects of the individual's functioning and attempt to iden- 
tify deficits within the child (Carlson, et al., 1980). On the basis of a 
single 2-hour session, an examiner describes the child's ability to think 
abstractly, use language, or reproduce designs. It is upon these brief 
encounters that placement decisions are often made, admission to a 
special education program is granted or denied, and a specific label 
is determined for the child. Misdiagnosis may result from such an ap- 
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preach because the functioning of the child in his or her total environ- 
ment is not considered. 

An e-ological approach recognizes the importance of takmg the en- 
vironment into account . Evaluating abUities is only part of the Process; 
the situational factors that initiate and maintain behavior must also be 
examined. The ecological approach assumes that the individual does 
not act independently of external influences; rather he or she is viewed 
as operating in a setting that provides both benefits (satisfactions) and 
harms (obstructions) with varying degrees of pressure or "envuronmen- 
tal press" (Murray, 1938). By analyzing the environments from the 
perspective of what pressure they apply or offer the individual, the 
interaction with external factors can be assessed. 

Numerous studies have investigated the impact of vanables such 
as birth order, teacher style, class size, learning patterns, parenting, 
home environment, and instructional strategies, on achievement, ad- 
justment behavior, and other outcome variables. Although important, 
thcv cannot be interpreted in isolation. Child-centered variables (at- 
titude motivation! .nd self-concept) and environmental variables (reac- 
tion of others, home, school, and peer relations) need to be integrated 
to obtain a more precise picture of an individual's functioning that will 
yield greater insight into the nature of the problem and the formula- 
iion of more effective remedial strategies (Wallace & Larsen, 1978)^ 
Whereas the assessment of individuals has been longstanding and 
a countless nun^ber of ins aiments have been made avaUable, only 
recently have the psychological features of environinents been m- 
veslicated To balance the dominance of methods of individual evalua- 
tion this section focuses on presentmg concepts and techniques for 
measuring environments. In practice, both approaches should be used 
in order to view the child in the context of the setting. 

tWti<unns^ SoLul Ktwironmcnt 

Inherent in an ecological approach is the assumption that different 
types or dimensions of scKial environments can be distinguished. Moos 
(1974) contended that environments, like people, have unique per- 
sonalities, which he called "social climates.'- As people can be 
characterized as supportive, controlling, clear, organized, and direc- 
tive so can environments t?e described and measured in their degree 
c,f support, rigidity, order, organization, and regulation and direction 
of behavior Mcx.s further assumed that the social climate within which 
an individual functions has an important impact on attitudes and 
mooc's behavior, health, and the individual's overall sense of well- 
being. To evaluate environments he developed a three-part scheme 
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with the following dimensions: Relationship, Personal Development 
(Growth), and System Maintenance and Change, 

The Relationship dimension refers to the nature and intensity of per- 
sonal relationships within the environment; it is concerned with a per- 
son's degree of involvement in the environment. CJepending upon the 
specific setting, the aspects being assessed will vary among emotional 
support, affiliation, teacher support, cohesion, expressiveness, con- 
flict, peer cohesion, staff support, and spontaneity. In the classroom 
setting, the Relationship domain refers to involvement, the amount 
of interest, attentiveness, and participation of students in the classroom 
activities. It also concerns affiliation, the extent to which friendships 
are fostered and a cooperative spirit characterizes the interactions. Fi- 
nally, the amount of teacher support is considered, as indicated by the 
personal interest and friendliness the teacher displays toward students. 

The dimension of Personal I>evelopment includes tho^ basic areas 
in which personal growth and self-enhancement occur, such as in- 
dependence, competition, traditional social orientation, moral-religious 
emphasis, and academic achievement. This aspect is sensitive to the 
basic goals in a setting and gives an indication of what the environmen- 
tal demands are. These may range from scholarly achievements to 
diversity in behavior to cultural activities to competition for recogni- 
tion or grades. In a classnpom, they may be task orientation (the em- 
phasis on achieving specie academic objectives) and competition (the 
stress on competitioITamong students for recognition and grades). 

The System Maintenance and Change dimension taps the organiza- 
tion of the environment. It provides a means of identifying the struc- 
ture that is present and measuring the degree of control, freedom, clar- 
ity of rules and expectations, and response to change in the en- 
vironments. In a classroom, this can be seen in the degree of formal- 
ity, presence or absence of democratic governance, disorganization, 
diversity, and clarity of work schedules and assignments. 

The application of this three-part scheme across a variety of rele- 
vant environments (family, schpol, peer interactions, activities, church) 
is important in assessment because it may help to explain why pupils 
do well in one environment and not in another. If a child is reportedly 
performing below average in a reading class but above ayerage in an 
arithmetic class, this framework can be useful to help characterize each 
setting. By observing the relationship between the features of the en- 
vironment and the criterion behavior, the determinants and impacts 
of each setting may be ascertained. The contributions of the classroom 
setting may take the form of inadequate or excessive structure, a hostile 
or cooperative afmosphere, and a creative or prescribed emphasis. 
When learning is viewed in this way, as an interactive enterprise, failure 
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to learn is not immediately attributed to a deficit in the individual, but 
rather to a disturbance located in the individual's total environment. 

Ecological Mapping 

One means of systematically analyzing the impact of different en- 
vironments is to use the concept of ''mapping" (Hobbs, 1966; Prieto 
& Rutherford, 1977). Ecological mapping estimates the "fit" of an in- 
dividual into various settings by graphically portraying areas of disturb- 
ance within the ecosystem. Figure 3-1 illustrates how a child's world 
can be represented schematically by focusing on the interactions that 
take place between the child and family, peers, teachers, and others, 
Wallace and Larsen (1978) further suggested using solid lines to in- 
dicate where few difficulties are observed and broken lines to designate 
the setting in w^hich they are most prevalent. Such a diagram provides 
an overview of an individual's involvements and points out areas 
where assessment can be directed most profitably. 

Figure 3-2 shows how refinement of the components may be 
necessary to further isolate the source(s) of dysfunction. As more data 
are collected, the factors relating to the child' difficulties can be more 
precisely identified and interventions can be developed to overcome 
them. 

Ecological Approach Applied to Assessment 

An ecobgical approach has two major advantages. First, it can func- 
tion as a heuristic framev ork for achieving the goals of assessment. 
As a way of thinking, it is a means of broadening the database for deci- 
sion making. The school psychologist employing this approach gathers 
information about a variety of variables, compares competencies across 
situations, and examines the context in which behaviors take place. 

When adopting this perspective, the school psychologist may use 
a number of strategies, even those associated with other models. For 
example, projective tasks may be administered to elicit information, 
to establish rappbrt, and to test reactions to praise and reproof under 
controlled conditons. An ecological approach does not exclude the use 
of a wide range of assessment techniques and procedures, rather it 
considers problems to have & broaH ^ocus in the interactive system of 
the irtSividual and the environment. 

To organize the data collected about the environment, Laten and 
Katz (1975) recommended the following framework (see Appendix F 
for the unabbreviated form): 
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HGURE 3-2, 
Expansion of School-Child Mapping. 
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Note, Adapted from Prieto & Rutherford, 1977. 
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1. Initial descriptions of the environment, 

2 . Expectations. 

3 . Behavioral descriptions. 

4 . Analysis and synthesis of data. 

5. Statement of expectations. 

Following this outline helps tht school psychologist to integrate the 
frequently disparate data into a manageable and goal-directed format. 
This framework also incorporates perceptions and expectations of self 
versus others and allow^s a comparison among these variables. It should 
be used to complement the child-centered measures for monitoring 
the data collection process. 

An ecological assessment has a second advantage: a unique set of 
procedures and instruments for looking at environments and 
behaviors. A few of these are described in the following paragraphs, 

Obsen^ation Instruments 

Observation is an important basic tool in ecological assessment, and 
it can take many forms. For a description of a reliable, systematic, and 
valid technique for observing and coding ongoing behaviors in the 
natural environment (typicaUy the family), Jones, Reid, and Patterson 
(1975) have developed a Behavior Coding System. Wallace and Larsen 
(1978) have also provided an introduction to the use of various types 
of observation in assessment. 

Moos has developed a series of scales, the Social Clmmte Scales (1974, 
1975, 1979), which measure environments from the participant's 
perspective. They include the Family Environment Scale (FES), 
Qassroom Environment Scale (CES), Work Environment Scale (WES), 
Ward Atmosphere Scale <WAS), Community-Oriented Programs En- 
vironnwntal Scale (COPES), and Group Environment Scale (GES), 
Each scale measures the three domains of environmental variables: 
Relationship, Personal Development, and System Maintenance and 
Change. Each scale is a paper-and-pencil questionnaire consisting of 
90 to 100 true-false items requiring 15 to 20 minutes to administer. 
Pupils, parents, or staff members are appropriate respondents. Each 
respondent's answers can be translated into seven to ten subscores. 
Profiles of the environmental characteristics can then be obtained and 
compared among the various participants. Also available are adapta- 
tions of the scales that elicit different perceptions of the same environ- 
ment (Real, Ideal, and Expectations Forms), 
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The Stem Persomlity and Environment Indexes provide another'series 
of objective, self-administered measures of pcrsonaUty needs and en- 
vironmental characteristics. These scales are based on Murray's (1938) 
need-press conception of behavior. "Needs" ue inferred from the in- 
dividual's daUy activities and behaviors, whereas "press" is inferred 
from the social and physical characteristics of the environmental set- 
ting as perceived by the respondent. Of particular relevance are the 
Classroom Environment Index (CEI), Elementary and Secondary 
School Index (ESI), High School Characteristics Index (HSCI), College 
Ch^-acteristics Index (CCI), and Organizational Climate Index (OCX) 
0. L. Richman & Co., Syracuse, New York). Factor analysis of the scales 
yields the following kinds of dimensions being measured: intellectual 
climate, achievement standards, personal dignity, organizational ef- 
fectiveness, orderiiness, impulse control, social form, and peer group 
dominance 

Another instrument for examuung the classroom setting is the 
Classroimi Interaction Analysis (Bradfield & Criner, 1975). This is an ob- 
jective method of measuring interactive behavior in the classroom. It 
yields three scales which can be used separately or in combination: 
the Teacher Style Scale, the Teacher Attention Scale, and the Pupil 
Behavior Scale. 

Tools for looking at the home environment include the Henderson 
Environmental U'ammg Process Scale (HELPS) and the Home Observation 
for Measurement of the Environment (HOME). HELPS is an interview in- 
strument designed to measure characteristics of the home setting that 
are related to the intellectual and scholastic performance of young 
chUdren. The 55 items are claimed to tap extended interests and com- 
munity involvement, valuing language and school-related behavior, 
providing supportive environment for school learning, attention, and 
intellectual guidajiCt (Henderson, Bergan, & Hurt, 1972). 

The HOME^nventories (Bradley & Caldwell, 1976, 1977) were 
designed tj^^asure aspects of Social, affechve, and cognitive support 
avaUable to the child in the home. Two forms are available, an infant 
and a preschool version. Both forms are completed by interviewing 
and observing the parent and child in their home. Some of the factors 
obtained through factor analysis include emotional and verbal respon- 
siveness of the mother; avoidance of punishment; provision of ade- 
quate play materials; language stimulati3n; and pride, affection, and 
warmth. 

These measures represent only a sample of the available instruments 
for examining the environment. When combined with information 
gathered through conventional child-centered techniques, the infor- 
mation obtained through the use of these tools has important implica- 
tions for intervention. Depending on the nature of the problem area, 
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remediation can be developed to induce changes in the individual, in 
the environment, or in both. If structure is the key element missing 
in the situation, then steps can be taken to modify the setting. In some 
cases the locus of the disturbance may be in the environment, but the 
individual is the one who must accommodate. In any case, the in- 
dividual is no longer necessarily viewed as being deficient or impaired. 
Through a broader ecological perspective, factors in either the environ- 
ment or the individual may be inconsistent and work against each other 
to create problems for the interaction. The burden of responsibility is 
expanded to encompasses the total context of behavior and thereby 
alternatives for intervention are increased. 

Conclusion 

The legacy of biology provides a compatible framework and structured 
set of laws for the examination of individual functioning. Ecological 
assessment is not a new idea, nor has it been an unacceptable one. 
On the contrary, it has been heralded as a worthy and valuable ap- 
proach, only to be abandoned and forgotten until the next wave of 
interest. Part of the reason for the failure to put it into ^^ractice, is its 
crude and abstract form. It lacks the unification and systematic for- 
mulation of theory and encompasses a variety of disciplines. 

One major disadvantage of the ecological approach is the extensive 
time demands it makes on all participants. Information mutt be 
gathered from a variety of environments and informants, integrated, 
and formulated into a meaningful statement. Probably such a time com- 
mitment is not feasible, and thus its use may be limited to those selected 
cases who could benefit most from an in-depth analysis. 

Efforts to incorporate an ecological perspective in assessment are, 
however, increasing. Discrete parts of the environment cannot be 
studied in isolation, but must be assembled to form a complete pic- 
ture of the individual's functioning. As a result of attempts to translate 
ecological principles into action by relating the research to comprehen- 
sive theory, the widespread past acceptance of the ecological position 
may develop further into its practical application as well. 

NON-TEST-BASED ASSESSMENT 

There are several informal assessment techniques that are appropriate 
to use in an ecological approach. Tidwell (1981) viewed these techniques 
as providing educationally meaningful information about a child's com- 
f^tencies, strengths, and weaknesses and as helping teachers perceive 
school psychologists as effective professionals in solving the educa- 
tional problems of children in their classrooms. 
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Types of Non-Test-Based Procedures 

Three types of non-test-based assessment procedures will be reviewed 
in this section: interviews, observation, and consultation. 

Intenui'ws 

Interviews can be useful in all stages in the assessment process (Tucker, 
n.d.). Unstructured interview's are usually appropriate in the initial 
stages when the referral concerns are being identified. When the school 
psychologist has a clearer picture of these concerns, a structured inter- 
view with the parents, the teacher and, when appropriate, the child, 
may be conducted. Suggested forms for this purpose are found in Ap- 
pendixes D and E. The role of the interview during the preassessment 
stage was discussed in Chapter 2. 

Subsequent interviews may be necessary at varying times during 
the assessment process, particularly when decisions regarding place- 
ment and formulation of the individualized education program are 
being considered. Interviews with parent and child provide an oppor- 
tunity for the school psychologist to give support in making the tran- 
sition to a new placement or educational program. Following place- 
ment, interviews with teachers and parents provide evaluative 
information regarding the success of the decisions. 

Successful interviewing requires skills in interpersonal relationships, 
particularly the ability to establish rapport easily with parents, teachers, 
and pupils. It requires skills in communication, including listening skills 
and sensitivity to nonverbal communication. It requires the ability to 
plan and follow a logical sequence for the interview itself and the ability 
to analyze and synthesize information obtained in the interview in the 
diagnosis of the problem area so that appropriate intervention strategies 
may be identified (Tucker, n. d.). Questionnaires may be helpful in 
planning and structuring the interview, provided the school 
psychologist recognizes their utilitiy and limitations in meeting specific 
needs (Wilson, 1981), 

Although interviewing has merit as a non-test-based technique, there 
are problems areas. Aside from the issues of validity and reliability, 
Dillon (1981) cautioned that que'stioning during an interview, especially 
around sensitive areas, may inhibit expressiveness and increase feel- 
ings of defensiveness. School psychologists using thjs technique should 
avoid continuous questions and use declarative phrasings and 
deliberate silence at appropriate times during the interview. 

Oherfatiou 

Many standardized instruments have limited reliability and validity 
for determining educational strategies for children with special needs, 
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partly because the data gathering occurs outside the classroorii and 
therefore may not be situation specific (Sitko^ Fink, & Gillespie 1977). 
Educational objectives may be established more effectively by employ- 
ing observational techniques, because they focus on the interactions 
among the child, teacher, educational materials, classmates, and other 
situational variables. Sitko, Fink, and Gillespie (1977) viewed diagnosis 
and remediation as a decision making process based on systematic 
classroom observation that is continually subject to ongoing evalua- 
tion and modification. 

Classroom observation is increasingly considered an important com- 
ponent in the assessment process for all types of handicapped children 
(Nagle, 1983). It provides a better understanding of the child's prob- 
lems in the natural setting from the teacher's perspective; it serves as 
a complement to the more formal assessment instruments; it is useful 
for validating and monitoring recommended intervention procedures 
growing out of the formal assessment; and it can enhance collaborative 
consultation among the school staff (Keller, 1980). For some children, 
such as the autistic, severely and multiply handicapped, and moder- 
ately to profoundly mentally retarded, classroom observation is abso- 
lutely essential (Berdine & Cegelka, 1980; Bigge, 1976). The typical 
assessment instruments, both formal and infom^, are usually not ap- 
propriate, and the school psychologist must rely on observation in order 
to arrive at some estimate of the child's level of functioning. For other 
children, such as the hearing, visually, and physically handicapped, 
classroom observation prior to undertaking a formal assessment is 
necessar)' in order to determine the child's sensory, motor, and com- 
munication limitations and abilities in the natural setting. 

Irwin and Bushnell (1980) listed five reasons for engaging in direct 
obser\^ation: to generate hypotheses or ideas about behavior; to answer 
specific questions about behavior; to obtain a more realistic picture of 
behavior or events; to understand the child's behavior better; and io 
serve as a means of informal evaluation. All these are relevant pur- 
poses for classroom observation as a part of the assessment process. 

Successful classroom observation depends on several factors. First, 
the observer must be able to perceive and interpret a variety of verbal 
as well as nonverbal cues. While the majority of classroom time is con- 
sidered to be taken up by "teacher talk," there are other forms of com- 
munication, mostly nonverbal, going on between and among the 
teacher and pupils. An analysis of nonverbal cues, including body 
language, gestures, facial cues, and mannerisms, can often provide 
the school psychologist with valuable information regarding the cause 
of the child's problems, and it may provide a frame of reference for 
making future recommendations for remediation. In making classrcK>m 
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observations, the school psychologist must therefore not only listen 
to what is gding on but also note nonverbal cues. 

Second, school psychologists must have a good knowledge base 
about children and schools. An understanding of normal child growth 
and development and its many variations is necessary in order to as«ss 
whether the observed behavior is beyond the local norm (Keller, 1980). 
Knowledge of the principles of classroom organization and typical 
behavior^d expectations within the classroom, curriculum activities, and 
expected performance standards on the part of the school help the 
^hool psychologist determine what is different about the functioning 
of a particular child in his or her classroom situation and to assess to 
what extent the ecological setting is contributing to the problem. A 
knowledge of group dynamics as it applies to the classroom setting 
will help to determine the underlying tenor of the group and whether 
the child's problem is based in the individual or within the group. 

Third, the typical classroom is a complex social system (Good & 
Brophy, 1978). In order to derive maximum benefit from observation, 
the school psychologist should focus on a specific problem, preferably 
the problem identified in the referral questions. Sitting in a classrcKim 
without a dt finite focus will not usually be productive (Tucker, n. d.). 

Finally, since a child behaves differently in different settings, the 
school psychologist should also observe on the playground, in the 
lunch room, and in any other setting where the child spends the school 
day in order to obtain a complete picture of behavior and assess the 
characteristics of and differences betu^een the settings in which the child 
is successful and those in which he or she is not. Assessment of social 
skills and initiating a training program for the acquisition of such skills 
may be helpful in the alleviation of other school problems (Sprafkin, 
1980). Observations in the home may also be helpful, especially in 
assessing social and daily living skUls for certain children, for exam- 
ple, the multiply handicapped, and the interaction within the family, 
especially for children with emotional and behavior problems. 

Although the school psychologist has access to the reports and 
records of the teacher and makes certain observations during the for- 
mal procedures, first hand classroom observation should not be 
overloiiked as part of the assessment process. 

Although the value of classroom observation cannot be denied, it 
has one major disadvantage: it is a very time-consuming activity for 
the school psychologist, particularly for an entire typical case load. Its 
potential value for a particular child must be weighed carefully against 
this disadvantage (Keller, 1980). 

In selecting or developing an instrument for observation, the schoiil 
psychologist should consider the following questions: 
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1 . What needs to be observed? The spe<;ific problem must be identified 
and an appropriate instruirient developed of selected that will gather 
data to clarify that problem area (Tucker, n. d.). 

2. Will the instrument be- acceptable to the teacher and provide im- 
mediate constructive feeWback? Many teachers fear observation. The 
instrument must be shared in advance with the teacher, and the 
results of th^Tjbso^vation must be discussed as soon as possible 
following the observation (Alessi & Kay6, 1983). 

3. Will the instrument describe and differentiate clearly the behavior 
m the classfToom situation? The instrument must have face validity 
in order to be useful for assessing the problem area (Lynch, 1977). 

4. Is the instrument easy to use, and can it be administered unob- 
trusively in the classroom setting? The presence of an bbservr " in 
the classroom can often hav? an inhibiting effect on the child in the 
class. Both observer and instrument must be as unobtrusive as pos- 
sible (Good k Brophy, 1978). 

Alessi and Kaye (1983) described five approaches to recording 
behavior during an observation; 

1. Interval recording. This approach "results in a measure of the number 
of intervals (time blocks) within which the behdvior was observed 
to occur, (e.g., Mary was on task during 8 of the 40 intervals ob- 
served)" (p-6). The observer %st dec'ues on the interval of time and 
then records whether the behc»vior occurred during each interval. 
This technique is useful if the behavior occurs at a steady rate. 

2. Time sample recording. This approach "results in a measure of the^ 
number of times the behavior was observed to occur at pre-specified 
sampling {?oints in time, (e.g., at the end of every 10-second period, 
or at the end cif every 15-minute period)'* (p. 8). The school 
psychologist can observe several pupils at the time session by select- 
ing different observation cycles for each one. The major disadvan- 
tage of this method is the smaller sample of behavior during the 
observation time and the likelihood that a specific behavior will not 
occur durin^he observation period. 

3. Event recording. This approach "results in a measure of the precise 
number of occurrences of the behavior during the entire observa- 
tion session, (e.g., Chris spelled 26 words correctly in 20 minutes)" 
(p. 9). This approach is recommended for behaviors that occur often, 
seldom, or briefly, which are situations when interval and time 
sampling are less accurate. 
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4. DuraHiin reLvrdin^. This approach "results in a mt?asure of the previse 
length of time c ch behavior continued (e.g., Tracey colore!^ for 23 
minutes)" (p. 9), This is a more difficult approach since the obser\^er 
must record both the time when the behavior began and when it 
ceased, it is recommended nhen the preceding three methods are 
not possible. 

5. liitcncy nxordin^. This approach "results in a measure of the precise 
length of time between a specified classroom event and the onset 
or completion of the defined behavior, (e.g., the teacher asks ]im 

stand up, and 16 seconds later Jim stands)^' (p-10). Since this 
method is also difficult to measure, it is recommended when the 
first three are not possible. 

In their book, Alessi and K.^;-.' included procedures for determining 
the reliability and validity for these five approaches to recording, a 
necessary part in the process of instrument development or selection. 

There may be times when the school psychologist wishes to obtain 
a general overview thro'-«;h informal observation by noting activities, 
the setting, or other aspvcts of the classroom in order to get a feel for 
the atmosphere and/or the referral problem ^Mowder, 1983). Sue' 
observations may be particularly useful if the teacher or parent seems 
to havt' difficulty in pinpointing ;he problem. Through informal and 
more casual observation, the school psychologist may be in a better 
position to assist them in formulating their concerns more specifically. 

School psychologists interested in pursuing a more intensive child 
study obser\\^tional approach are referred to Irwin and Bushnell (198(1) 
and Vasta (1982). 

Although there are limitations, particularly related to its time- 
consuming aspects, in the use of obsen\ition, it is a valuable compo- 
nent in the assessment process' and can provide additional informa- 
tion that will complement the more formal procedures (Alessi, 1980; 
Keller, 1980). 



Coui^ultatmn 

Smith (1980) viewed the major problem with assessment, both formal 
and informal as the failure to use the mformation obtained. Consulta- 
tion IS considered an indirect service that may yield greater benefits 
than dir'.vt services to a particular child, particularly w^hen the prob- 
lem area is root»:d in the ecological setting and when the caseload of 
the school psychologist becomes unmanageable (Tombari & Davis, 
1^^79). Consultation provides a mechanism for making more effective 
use of assessm,.nt information in work with parents, teachers, and ad- 
ministtators. especially information on organizational problems. 
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Through consultation, school psychologists can often be more effec- 
tive in workin;; with teachers to facilitate their uncierstanding of 
children and to help them find a solution to the children's problems 
(Tombari & Hjvis, 1970). In a 7-year study of a school consultation pro- 
gram, Ritler (l^'Sl) found that teachers did increase their abilities to 
cope with children's problems when participating in a program of in- 
formation sharing with a consultant w^ho also acted as a supportive 
agent. Consultation can provide valuable input in the evaluation of 
learning a:id intervention outcomes (Phye, 1979) and in meeting the 
mental health needs of students (Clarizio, 1979). 

Bergan (1977) described the three roles in the consultation process: 

1. Tlic iVnsuItant role. The consultant is responsible for establishing the 
stages in the consultation process and making psychological infor- 
mation available to the consultee. 

2. riw iOfiiiultcc role. The consultee has four roles: to provide a descrip- 
tion of the problem to the consultant; to evaluate whether plans pro- 
posed'by the consultant have the potential of success with the child; 
to be of direct service ^to the child and collect data when appropriate; 
and to supervise others, such as parents and classroom aides who 
may have responsibility for working with the child. 

3. 77k' iticfit role. The major role for the child is to change in the direc- 
tion of the goal which has been established during the consultation. 

Tlie general goals of the consultation are to effect change in the client, 
the ct)nsultee, or the organizational structure (Bergan, 1977). This lat- 
ter goal is increasingly recommended for school psychologists as an 
indirect but more efficient means of working with behavior problems 
of individual children because of its ir'^nact on the total setting (Bergan, 
1977; Birney, 1981; Conoley, 1980; Merrell k Jerrell, 1981). 

Although consultation has many advantages as an indirect service 
in the role ot the .school psychologist, it is time-consuming and requires 
that the school psychologist possess flexibility and empathy to be suc- 
cessful (Fine, Grantham & Meyers, 1981). 

SUMMARY 

Criticisms of standardized tests and pressures to view tht child's prob- 
lems as emanating from forces outside rather than inside the child are 
leading to an increasing interest in employing the ecological approach 
in assessment. This approach, adapted from biology, views the child 
as an organism functioning within a particular setting or ecology and 
interacting with the various parts of that setting. The ecological ap- 
proach is particularly appropriate in school psychology because many 
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problems of children who are referred are not due to variables within 
the child but rather are related to the setting in which the child is ex- 
pected to function. 

The ecological approach calls for less formal standardized in- 
struments. Three such non-lest-based procedures were described in 
this chapter: interv lews, observation, and consultation. Interviews with 
parents, teachers, the '^hild, and relevant others in the setting should 
be an onjjoing activity during the entire prtx:ess of assessment. Obser- 
vations serve to complement the more formal standardized procedures 
as well as validate their results. Finally, consultation with parents, 
teachers, the child, and administrators is a valuable means of attempt- 
ing to effect change in the setting. 
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PART II 



AREAS OF 
EXCEPTIONALITY 



The chapters in Prirt II provide content concerning characteristics and 
educational needs of exceptional pupils which is especially valuable 
to the school psychologist who has no background in special educa- 
tion. Each chapter presents an overview of a categorical area with em- 
phasis on material that is most relevant for the assessment process. 
Ref erences and additional resources are included at the end of each 
chapter. We recommend that school psychologists add to their libraries 
anv of the currently available texts for introductory courses in special 
education. A list of some recent books is included at the end of this 
section. These texts will serve as a convenient resource for additional 
intormation, especially on educational modifications and procedures 
that may be necessary for each type of exceptional child. 

We have adopted a categorical approach because federal and most 
state rules and regulations require that exceptional children be ''la- 
beled'' in order to be eligible for special education programs and ser- 
vices. The school psychologist should become thoroughly familiar with 
the labels, definitions, cTiteria for determining eligibility, and specific 
assessment procedures required in ^ urrent federal, state, and local 
district rules and regulations governing the delivery of special educa- 
tion programs and services on the local level. 

Federal guidelines nay be obtained from the-U. S. Government 
Printing Office, State rules and regulations vary; school psychologists 
should obtain a current copy from their state department oi education. 
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All states are required to submit to the U. S. Department ot Educa- 
tion a state plan tor the delivery of special education programs and 
serv^ices if they intend to qualify for federal funds under Public Law 
94-142. This document, also available from the state department of 
education, may give the school psychologist details concerning the 
special education program in that state. In addition, some local and 
intermediate or regional school districts have their own plans and 
regulations. School psychologists should be familiar with all such 
documents. 

We are aware of the issues and dangers inherent in the labeling pro- 
cess (see Bartel &l Cuskin, 198(); Coffman. 1963; Hobbs, 1975). We cau- 
tion school psychologists, therefore, to looh at each child as an in- 
dividual and to recommend the most appropriate educational program 
or service to meet the child's educational needs. 

P.L. 94-142 requires that a continuum of placement options be 
available so that each handicapped child may be placed in the environ- 
ment that is least restrictive. School psychologists should know the 
services available in the sw hool district as well as options for placement 
outside the school district As noted in Chapter 1, the lack of a full 
continuum, especially for k vv incidence handicapping conditions, often 
presents a dilemma to th^ school psychologist in recommending an 
appropriate placement. R ynolds and Birch (1982) provided in Chapter 
2 of their book a good description of the continuum for those school 
psvcholog)- N not familiar with the organizational structure of the 
special educa. ^>n service delivery system. For a summar)^ of advan- 
tages and disadvantages of the various options, ti ^ reader is referred 
to Rusalem and Rusalem (1980). 

Part 11 begins with a chapter on gifted children, even though children 
are neither included under those provisions of P,L. 94-142 nor under 
most state mandatv")ry special education legislation. The subsequent 
thrt e'chapters are devoted to the high incidence categorical areas with 
some overlapping behavioral characteristics: mental retardation, learn- 
ing disabilities, and emotional disturbances. The next three chapters 
are devoted to low incidence categorical areas: physical handicaps and 
the sensory impairments of vision and hearing, the areas where school 
psychologists usually feel least knowledgeable (Gerken, 1979). The final 
chapter discusses briefly the role of the school psychologist in work- 
ing with the speech and language pathologist cm communication 
problem^. 

Asst'ssment instruments recommended in the chapters in this part 
are listed in Appendix ri together with addresses of publishers. 
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CHAPTER 4 



The Gifted and Talented 



Amy Swan 



Ciifted and talented students differ from the others discussed in this 
book in that they have talents or abilities that are above the average 
or norm, and specific provisions for them stir heated controversy 
regarding whether or not they need special attention from educators. 
The need for special classes and programs is seldom an issue in a 
discussion of handicapped children; however, special programs for 
gifted students are at issue, and, in fact, the very existence of a gifted 
and talented segment of the population is in dispute (Durr, 1964). 

The philosophical disagreements concerning giftedness, coupled 
with the absence of federally mandated policy on the education of gifted 
and talented children places educators in an awkward situation. In ad- 
dition to requests from teachers and parents to assess and make recom- 
mendations regarding the giftedness of individual children, school 
psychologists are often called upon to recommend, design, and help 
implement educational programs for fhem at the local level with neither 
restrictions nor guidance from legislation nor precedent. Clearly, the 
professional who wishes to plan programs for gifted and talented 
students and to budget limited funds for that purpose has a great many 
questions to consider and numerous problems to solve. 

The purpi>se of this chapter is to shed some light on persistent ques- 
tions regarding the definition of the population, their characteristics, 
needs, identification, and programming. 
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DEFINITION OF THE ISSUES AND THE POPULATION 
Summary of Issues 

The controversy concerning gifted and talented children appears to 
have a variety of sources, not the least of which is our national ideology 
of equality. The ''all men are created equal" notion upon which our 
democracy is built is not compatible with the idea that some persons 
are more intellectually able or creative than others. Instead, the tacit 
assumption is that, when given the opportunity, all persons are capable 
of a high level of accomplishment. This ideology is reflected in public 
programs designed to extend equal opportunities to all the disadvan- 
taged segments of the population. Given such deeply embedded no- 
tions about human potential, to assert that gifted and talented children 
exist and, further, that they should receive special attention in schools, 
is at odds with these ideals and elicits criticism as being elitist and 
undemocratic. 

In addition, many consider that gifted and talented children have 
already received more than their share of opportunities and that any 
help should go to those who need it most. Perhaps the very term pftcd, 
which implies something that is passively received without necessar- 
ily being earned, perpetuates this view of giftedness as an unfair ad- 
vantage to be neutralized rather than nurtured (Vail, 1979). 

The concept of giftedness is also difficult to define and opera- 
tionalize. The criterion often used is an IQ score. This fact in itself 
arouses another round of protests based upon criticism of IQ tests. The 
arguments surrounding intelligence testing are intimately bound with 
the equality ideologies already mentioned, as well as with concerns 
about their role in racial and sex discrimination. Thus, as a result of 
current practice, the issue of gifted and talented education carries with 
it the baggage of the IQ controversy. 

Definition of the Population 

There are a great many definitions of the terms pfied and talented and 
little agreement among educators as to which are correct. Some insist 
that the two terms refer to different groups, but their definitions do 
little to clarify alleged differences. The Dktiomry of Behavioral Science 
(Wolman, 1973), for example, holds that gifud individuals have a high 
degree of intellectual ability or special talent and that talented in- 
dividuals show an innate ability in a particular area. Some others have 
even further subdivided the gifted into equally vague categories such 
as ''extremely gifted," "first-order gifted/' and "second-order gifted'' 
(Good, 1973). In many cases, however, the terms gifted and talented 
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are used interchangeably to refer to a wide variety of special abilities 
in any combination. 

Historically, those identified as gifted were those who attained a 
particular IQ score. The IQ score cutoff used varies among researchers, 
but it is usually two standard deviations or more abi)ve the mean 
(typically 130 or higher). This procedure has been severely criticized 
for failing to identify individuals with talents in nonacademic areas and 
thus contributing to a restricted definition of giftedness (see Gallagher, 
1975; VaU, 1979). In 1972 the United States Commissioner of Educa- 
tion defined gifted to include: 

Those identified by professionally qualifit^d persons who, by virtue of 
Outstanding abilities, are capable of high [\ rformance. These are children 
who rcijuire differentiated educational programs and/or services beyond 
those normally provided by the regular school program in order to realize 
their contributions to self and society. 

Children capable of high performance include those with demonstrated 
achievement and/or potential ability in any of the following areas, sin- 
gly or in combination: 

L General intellect' *al ability 

2. Specific academic aptitude 

3. Creative or productive thinking 

4. Leadership ability 

3. Visual and performing arts 

(Marland. 1972, p. 10) 

Prior to Public Law 95-561 (the Education Amendments of 1978), 
psychomotor ability was included in the definition and, as of 1978, 24 
states continued to use the definition that included psychomotor ability 
(Karnes & Collins, 1978). 

This widely accepted definition has several notable features. First, 
the definition itself asserts the need for special programming for gifted 
children, assuming that the goal of education is to develop individual 
capabilities to the fullest extent. Second, individuals can be identified 
as gifted in the traditional way, throuj.h observation of their excep- 
tional performance, or by uncovering a pctential for achievement. The 
latter group, although more difficult to identify, may actually need 
assistance more than those with manifested achievement. Finally, the 
definition offers a useful breakdown of five kreas of ability that can 
aid in establishing broadly based identification procedures. The 
categories go well beyond the traditional notions of giftedness 
(categories 1 and 2 only), making it a mor? comprehensive definition. 
This definition w^ill serve as the basis for the remainder of this chapter. 
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Characteristics of Gifted and Talented Individuals 

Gifted and talented populations are nut homogenous groups. Some 
generalizations, however, can be made about the characteristics of in- 
dividuals in e.ich of the five categories listed in the Marland defini- 
tion. Recall that a gifted child is not expected to exhibit all of the f^^Uow- 
ing trails and may have potential in only one categor>'. In add ion, 
large individual differences are found among gifted children. 

General Jntcllcctual Abiliti/ 

Children who fit this category learn rapidly, easily, aYid efficiently. They 
display great curiosity about a wide variety of subjects and often make 
collections of items that are advanced or unusual for their age. They 
have a good memory, a long attention span for things of interest, a 
capacity for self-direction, and a large vocabulary. 

Evidence of exceptionality is seen early in l)fe since children of this 
group usually walk and^alk early. They often ^Ihow an interest in words 
and frequently are able to read before enti^ring school. They enjoy 
reading and often choose bi)oks written for older readers. 

The thought processes of children with exceptional general intellec- 
tual ability are qualitatively different fr^m those of average children. 
They make early passage through th^ Piagetian stages of cognitive 
development, and they have superior reasoning ability. 

Specific Acaderjiic Aptitude 

This classification has a variety of subcategories identified by the specific 
academic discipline in \^ hich the child shows ability or promise. Scien- 
tific ability and writing talent are described here although others, such 
as mathematical ability, exist. 

Along with a number of the characteristics cited in the previous sec- 
tion (reading ability, intellectual curiosity, long attention span), children 
with scientific ability show a specific interest in scientific topics. They 
read a great deal of scientific material and may be the classroom ex- 
perts on a particular topic. They tend to spend much time working 
on special experiments of their own design and are persistent in seek- 
ing the reasons for and cause of events. They will often do more than 
an assignment calls for and are able to rise abi^ve failures met in ex- 
periments and projects. 

Children who show^ exceptional writing ability are able to develop 
a story from its beginning to an interesting conclusion. Whether told 
orally or written, the ideas and details are well organized within the 
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Story, and interesting descriptive words are chosen. These children 
^are able to give a refreshing twist, even to an old idea. 

Xrcatwe or Productive Thitiking Ahility 

Creative (productive, divergent) thinking takes a variety of forms. The 
fluent individual is able to produce a great number of ideas at a mo- 
ment's notice. Flexibility in creative thought refers to the production 
a( a wide variety of ideas. The original thinker produces novel and 
unique ideas and associative creativity in the ability to combine old 
or unrelated ideas in new ways. Of course, these forms of creative abil- 
ity are not mutally exclusive, and they are present in different propor- 
tions in creative children. 

Children of this category tend to be less inhibited, less conventional, 
and less conforming than their peers. Their autonomy and asser- 
tiveness may combine to make them appear to be behavior problems 
in an environment where nonconformity is not tolerated. The creative 
child tejids to have a high energy level, good aesthetic judgments, and 
the ability to be constructively critical. 

Leadership Ability 

Children with exceptional leadership ability are liked and respected 
by peers, are charismatic, and enter into activities with contagious en- 
thusiasm. They are often elected to offices and asked for ideas ^nd sug* 
gestions. The/ are also frequently callea upon by peers to rpAke deci- 
sions for the group or settle disputes. As natural leaders, tfiey are able 
to judge the abilities of others and enlist their talents to reach gi|oup 
goals. They manage groups well and are influential among their p^ers. 
Their talent may be either helpful to the classroom teacher (or other 
authority figure) or disruptive; they can lead peers to desirable asjwell 
as uildesirable goals and can be a threat to the teacher's leadei^ship 
with other pupils. 
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Ability in Visual and Perjorrnin^ Arts 

Three subcategories appear In this classification, although dancing abil- 
ity may be a liable addition to consider. 

Children with exceptional dramatic ability ^^re often gcx)d storytellers 
who readily shift from one role to another, use different voices, and 
communicate with gestures and facial expressions. They get a great 
deal of satisfaction from ifamatizing and often make up original plays. 
They are able to mimic^eople and animals and enjoy evoking emo- 
tional responses fromflisteners. 
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Musical ability, like dramatic- ability, is t^'irlv oasv to roaigni/f in 
children. Musically tak-ntcd children en|uy musical activities and have 
good sensiti\ itv to rhvthnv They have a keen sense oi pitch and are 
very aware of music. They otten play one or more instruments and or 
sm'g well, and they may write original music. 

Artistic children enjoy doing art work in their spare time and read- 
ily expeiiment with ditterent media and subjects. They use art to ex- 
press teelingrs and they do i)riginal work. Besides producing art, thev 
are interest .'d in the work ot 'others and find beauty in unexpected 
places. 

[•rom thes*.' descriptions it becomes apparent that there is some 
degree of overlap among categories, but the wide variety ot .'L-ilities 
among gitted children should be nottcjd. Descriptions of personality 
traits have been largely omitted here because they vary widely. Specific 
is.^ues of adjustment are discussed in a later section. 




Need for Special Services for Gifted Children 

While It is obvious that many gitted individuals develop into produc- 
tive adults without special attention from educators, it is difficult t.i 
fstimate the number of gifted stydents whose talent goes imrecogm/ed 
and underdeveloped. Siudies suggest that 13 to 25% of students with 
IQ scores above 120 are not performing up to their ability (Thomas & 
Crescimbeni, 1%6), and some even drop out of school. Further, an 
estimated 75';.. of gifted and talented persons do not reach the level 
of educatiima! attainment they should (Reynolds & Birch. T 82). This 
underachievement translates into an inestimalVie loss to society m terms 
of scientific discoveries, inventions, and works of art that fail to be pro- 
duced. Promotir,-. excellence among the gifted is beneficial to society 
2i,s ,1 wliole. 

Another rationale for pro\'iding services to identify and nurture 
gittedness is found in the realization that many underachu'vin^ gifted 
individuals are members of minority groups (Kirk & Gallagher, ^^83) 
Perhaps, i.ontrarv to popular argument, the failure to promote educa- 
tion for the gitted perpetuates elitism by subtly discriminating against 
minorities who may need more help in realizing their potential. 

Iden.ification and special services for those among the handicapped 
population who a..,o are gifted is a neglected area that should not be 
overlooked. In their efforts to meet educational needs related to an emo- 
titinal disturbance, leaming disability, sensory or physical impairment, 
special educators often neglect to include educatiimal nerds in the irea 
of giftedness in H.eir planning. A highly gifted or talented child vith 
a h^indicapping condition can often create a' greater challenge foi an 
appropriate e.iucation because of the giftedness than because of the 
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handicapping condition. Identificati4)n procedures and services tor 
gifted children should also include those who are handicapped so that 
these children can achieve their potential to a greater extent. 

Recognition of the need for nurtunng gifted girls has been one result 
of the women's movement (Kirk & Gallagher, 1983). Gifted girls tend 
to be overlooked in identification prcKedures; to be discouraged from 
pursuing certain careers, especially in mathematics and science; and 
to become socialized into traditional societal roles. 

Special services, especially broadly based identification procedures, 
are needed so that groups mentioned here v^ill not be prohibited from 
attaining their maximum potenti/^1. 

IDENTIFICATi m OF GIFTED AND TALENTED CHILDREN 

As the definition of giftedness has expanded beyond the child's obtain- 
ing an IQ score of 130/140 or more, so must the identification process 
expand. Obviously, an IQ score will be of little help in attempting to 
identity d musically talented child, a child with leadership ability, or 
a creative individual, since most IQ tests were not designed for those 
purposes. 

Procedures for screening should be sufficiently broad that 
underachieving, minority, and handicapped gifted students will not 
be excluded. Identification procedures also need to be varied in order 
to kxrate the full spectrum of gifted children, not just t^:iose vith general 
intellectual ability. (Sec the section on Practical Considerations later 
in this chapter.) 

Need for Early Identification 

Gifted children are in greatest need of guidance when they first begin 
school Contmuous identification programs, however, are needed 
throughtiut the school years for a variety of reasons. First, in our mobile 
i,ocietv. students move in and out of districts regularly, making a one- 
time screening inadequate. Second, no process is perfect; continuous 
identification can help to find individuals who were overlooked in 
earlier rounds of identification or who were identified earlier as hav- 
ing potential that later was not realized. Third, some aspects of exci^p- 
tionality may appear in the later grades, when there may be more op- 
portunity to demonstrate specialized abilities or w hep^general academic 
ads ancenient becomes more pronounced. 

Overlooked Groups 

Some groups, such as culturally different children, underachievers, 
preschoolers, and handicapped children, may be more difficult to iden- 
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tity. The use of multiple measures with these groups is especially 
hclptul. 

Culturally different children may not be as verbally proficient as their 
peers, therefore, measures that do not concentrate on verbal fluency 
should bv^ employed. One approach to identification is to focus on those 
characteristics that are valued by a particular minority group (Bernal 
1981). This method demands that various cultures be studied 
thoroughly to develop culture-specific definitions ot giftedness. Such 
an approach might be practical in a setting with a large minority 
population. 

Because preschocl children develop at such a rapid rate cognitively, 
physically, and emotionally and with individual variations, gifted in- 
dividuals in this population are often overlooked or may be overiden- 
titied. To aid in their identification, parents can be provided with lists 
i)f characteristics to look for in their children including some of the 
following traits: keen sense of humor, high degree of inquisitiveness, 
i;ood memory, interest in boi^ks, high tolerance for frustration, and/or 
giHid imagination (Nolte, 1V76). Lists of preschool traits that .ye ar- 
ranged around the five categories described earlier may be especially 
helpful. 

Handicapped and underachieving children are also often over- 
looked. The special education classrooms should not be excluded from 
a screening program for giftedness. Learning disabilities, mental im- 
pairment, emotional disturbance, and sensory impairments do not 
preclude the presence of giftedness in these children. Teachers need 
to be especially sensitive to the presence of creativity, leadership ac- 
tivity, and artistic ability in these children. 

Guidelines for Identification 

Since the ciniracteristics of gitted children are so diverse, the assess- 
ment should enci)mpass not only the cognitive realm but also the scKial, 
aesthetic, and creative dimensions. However, the actual selection ot 
assessmetit instruments and proce Hires is frequently determined by 
the type of program available or being planned within the school 
district. Since the diversity of characteristics makes the provision oi 
ser\-ices to meet the heterogeneous needs of all gifted and talented 
children difficult, school districts usually conduct programs for selected 
segments of the pi^pulation. The following guidelines for the selection 
ot assi^ssment inst' uments and identification prcnredures are organized 
around the five c tegories listed in the Marland (1972) definition. 
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General Intellectual Ability 

Ihc routine testing program of most school di,stricts includes group 
tests of intelligence. Children who attain a score two standard devia- 
tions above the mean on such tests should be assessed farther by in- 
dividual tests of intelligence. For this purpose, the Stanford Binet and 
VVechsler series are usually appropriate. 

The weakness of relying on group intelligence test results for iden- 
tification purposes lies in the possibility that the groups described in 
the preceding section will be overlooked. Thus, teacher nomination 
sht)uld be employed to supplement the results of group tests. Children 
so nominated should also be given individual tests of intelligent: It 
should be noted that interpretation of test results should be done in 
light of the weaknesses of such measures in their use with mentalK: 
retarded children, as discussed in Chapter 5. 

Achievement test results should also be considered, although some 
children who score high on tests of intelligence may be underachievers 
tor a variety of reasons. 

Specific Acade:nic Aptituiie 

Children with outstanding abilities in a subject matter area such as 
mathematics or science may be identified first by teacher nomination. 
Individual tests of intelligence and achievement should then bo ad- 
ministered. Peer nominations may also be a useful identification 
pfocedure. 

Some children with outstanding abilities in specific subject areas may 
be overlooked because they pursue their interests outside of school. 
Thus, routine student and parent interviews and interest surveys 
should be employed to supplement information about the child's in- 
terests as evidenced by school activities. 

Creative or Productive Thinkfni^ 

Highly creative childretl may first come to the attention of teachers 
because they are behavior problems or they evidence behavior that 
tends not to conform to the norms of the class. Individual tests of in- 
tell igence should be administered to such children as well as tests of 
divergent thinking. Instruments appropriate for this purpose include 
the Torrance Tests of Creative Thinking (Verbal and Figural) and the 
Creativitv Assessment Packet. 

Be cause the divergent th'nking and acticms of highly creative 
children may be disruptive in the classroom setting and objectionable 
to some teachers, schm>l psyche logists need to work with teachers to 
help them attain a greater understanding of these children's needs and 
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to assist them in modifying the schiK)! curriculum so as to channel gifted 
children's interests in constructive ways. 

Ixadcn^hip Ability 

Children with outstanding skills in leadership are usually identified 
bv their teachers and/or peers. Nomination by teachers through ratings 
of traits and bv peers through sociograms and social acceptance scales 
are usuallv appropriate. The challenge to the school is in channeling 
the leadership skills in positive and constructis'e directions, 

Visual and Pcrfonnins^ Art:^ 

ScluH)! districts with well developed programs in art, music, and 
dramatics will often find that students with such talents select these 
activities voluntariJv. School districts where such programs are not well 
developed may need to rely on teacher nominations through observa- 
tion; peer nominations through questionnaires that include such items 

as ^'Who is best in or parent nominations through interviews 

about the child's interests and activities outside of school. 

Creative abilities in writing should not be overlooked. Sensitive 
teachers of Fnglish composition are often helpful in identifving pupils 
With such talents as well as in nurturing theT abilities. 

PROGRAMMING FOR GIHLD AND TALENTED STUDENTS 

Options for the Gifted and Talented 

Progi Jin opt)' *or gifted students are necessary because giftedness 
is multifaceted. A program that offers only a single alternative will 
necessarily be underserving the full range of gifted children. The three 
broad categories of options include grouping, acceleration, and enrich- 
ment. In order to meet the diverse needs of gifted pupils, school prt)- 
grams should include appropriate elemvnts of all three options. 

CfWupins^ involves classLfyinii students on one or more criteria and 
bringing them together for in. ruction. It can be implemented at all 
levels, as in the nongi aded school thus providing for the special needs 
ot all students through une method. In a more traditional setting, a 
full- or part-time special class or a resource rocm arrangement can be 
implemented. An itinerant or consultant teacher model may also be 
appropriate for some districts. Obviously, these options are more useful 
for children with general intellectual ability, specific academic aptitude, 
and artistic ability. The special class or special school option is the one 
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most likdy to arouse controversy, so any system considering such a 
program would be well advised to research the pros and cons 
tht^roughly prior to initiating such a program (Gallagher, 1975), 

Airckratiou refers to the prcnress of advancing through the usual pat- 
tern ot subject matter at a faster than usual rate. The easiest time to 
implement this option is at the preschool level, by allowing entrance 
to kindergiirten at age 4 for gifted children. Grade skipping is also a 
pi)ssibility. Although educators need to be alert ti) the possibility of 
socia^ adjustment problems and skill gaps, several studies have shown 
that existence ot these problems has been greatly exaggerated (Thomas 

Crescimbeni, 1%6). Acceleration may also take place at the high 
school level with early graduation. Some students elect to take college 
classes part-time during their high schoiil years. This option has special 
appeal tor students with specific academic aptitude or artistic ability, 
and it can Iv implemented fairly easily on an individual basis. The argu- 
ment that acceleration is not good for social adjustment is not supp^^rted 
bv research (C^allagher, 1975). 

Efinihrncnt is frequently mentioned as a means of handling the 
special needs of gifted children in the regular classroimi, but too often 
it becinnes busy work. Enrichment activities should allow gifted 
children to reach a deeper understanding of the topic under study. 
The options for enrichment are as ..^nitless as the potentials of the 
children; activities can take the form of independent study, special 
learning kits, team teaching, small group instruction, lectures and 
demiMistrations, instructional TV, and computer-assisted instruction. 
Sharing special projects with other students is also beneficial in pro- 
viding motivation for gifted students and enriching the education of 
children of average ability. Although enrichment would seem to be 
a solution for the educational programming dilemma, Gallagher (1975) 
has listed three major difficulties: the range of abilities in the classroom, 
the teacher's lack of knowledge in content areas, and the teacher's lack 
of knowledge of special methods. Implementing an effective enrich- 
ment program requires careful planning on the part of the teachers 
and administrators involved. 

It is important to note that these programming alternatives do not 
always require homogenous grouping. Much can be accomplished in 
the regular classroom with individualized instruction for all children 
in the classroom. Some gifted children are currently well served in 
regular classrooms with after-schooi activities available for enrichment 
and wiih a curriculum individualized to meet their needs and challenge 
their superior abilities. 

Other options for programming include summer school classes; 
special community programs such as those conducted by art museums; 
foreign exchange programs; private tutoring or instruction for special 
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skills in .ictivitics such as music, art, dankV, gymnastics, ur use of com- 
puters; tield trips; and participation in artistic and academic compcti- 
tions at the local state, national and international levels. A word of 
caution: Although gifted students are probably the most able to take 
advantage of enrichment activities, these opportunities should not be 
consistently denied to students of average ability. They, too, can 
develop enthusiasm for learning by departing from routine and study- 
ing something of particular interest. 

Because the learning of academically gifted students tends to be 
qualitatively different from that of their peers, it is not alu'ays necessar>' 
tor them to go through the entire sequence of activities in the regular 
curriculum. To adjust for their differences, students should routinely 
be allowei^ to demonstrate their competencies and be released from 
further unnecessary and duplicative requirements. 

Other Features of a Program 

A comprehensive program requires inservicc traiiiing tor the teachers 
who are dealing with gifted children in their classrooms. Teachers need 
to be provided with the resources to recognize individual needs of 
gifted and talented children and to plan meaningful enri '.ment pro- 
grams for them. In particular, teachers need lo be sensitized to the 
needs and characteristics of creative children, who are so often 
misunderstood a-^.d squelched in schools. School psychologists can be 
helpful in interpreting the special needs of gifted and talented students 
to teachers and in participating in planning and conducting inser\'ice 
training programs. 

As with any special school program, the program for gifted children 
should Iv evaluated periodically. This evaluation should as.sess the pro- 
gram's gi^al attainment, measure terminal outcomes, and set new goals. 
Research on student and community attitudes tow^ard the program 
would also be appropriate. 

To help alleviate some of these diiticulties, the school psychologist 
can often give direct hi;Ip to gifted and talented children who are hav- 
ing school and personal adjustment problems, provided this kind of 
service meets with the approval of school administrators and parents. 
Indirect assistance can be given througn consultation with teachers, 
work on curriculum committees, and work with parent groups, all ot 
which are activities that may lead to modifications in the school cui'- 
riculum to make it a greater challenge. 

Gifted children may soritetimes have tnnible developing good work 
habits. Tliis may stem from the fact that they often do not need to exert 
much energy to complcie the assignments they arf given. As a result, 
they may have difficuhy in sustaining effort and have problems when 
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set on their own to do independent ^tudy or when they enter a more 
demanding and competitive situation, such as college. 

Some of these exceptional students may come into pLTsonality con- 
flicts with teachers. Occasionally a teacher feels threatened by the 
superior abilities of a gifted child and will use sarcasm, ridicule, or 
disinterest to squelch the child. Gifted children may also bo mislabeled 
as behavior problems or lazy students by adults who do not recognize 
their abilities. The consultation skills of the school psychologist may 
provide help to teachers (or others) having such difficulties. 

Regardless of these potential problems, gifted children show 
remarkable resiliency. In fact, relatively few of them have significant 
problems in social and emotional adjustment. The stereotypy of the 
eccentric bookworm does not fit the reality of the gifted individual 
(Gallagher, 1975). 

The Family of the Gifted Child 

As a preschooler, a gifted child can be difficult. The ceaseless energy 
and exploration can leave caregivers exhausted and confused. Later 
on, some parents need help to see thiir gifted child as an individual 
rather than as, for example, ''a math whiz" (V^il, 1979), 

Achieving a balance of attention and care in any family is difficult, 
but the problem is even more acute for t.he famlies of gifted children. 
The natural rivalry among siblings may become an arena for the display 
of talenti- but, if the gifted child always wins, problems develop. 

I'arents of gifted children must handle these problems, and they 
must often face them alone. Parents of average children often have 
little sympathy to waste on the problems of raising a gifted child (Vail, 
1979). Thus, parent groups are a valuable compi}nent of a program 
where parents can find mutual support for the challenges they meet 
in raising an exceptional child. 

PRACTICAL CONSIDERATIONS IN PROGRAMMING 

School districts initiating programs for gi/ted and talented children face 
several questions. First, a decision must be made regarding the 
subgroup(s) to be served, because this will determine the size and 
nature of the program, Perhaps it is best to begin with the five areas 
in the Marland definition and identify what school resources are cur- 
rently available to meet the needs of each subgroup. For example, if 
there is already a well developed music program available, the musi- - 
cally talented g/'>up may not need to be added to the working 
definition. 
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Noxt. ys' invitee; should bt' madt of how many students qualify for 
tht' subgroup(s) currently underserved and for whom programs should 
bo planned. Unfortunately, tht? available resources often dictate the 
scope of the program rather than the demonstrated need. Thus, a deci- 
sion must be made to employ some mechanism for deciding on the 
priority group{s) targeted for programming. The mechanism should 
result in selection of a group of children, sufficiently hcn.ogenous to 
.'II A- for jn educationally sound program. For example, some schools 
resort to an IQ cutoff score, This procedure permits easy estimation 
of program si/e and is a qi.xk identification method; however, as noted 
in an earlier chapter, there are numerous weaknesses in relying on the 
results of any standardized test of intelligence as a single measure tor 
labeling and grouping children. 

In these davs of tight budgets, securing adequate resources may be 
a major problem. Uck i^f fundmg should not preclude a program (accel- 
era ion, fur example, is inexpensive), but it does severely limit the s^ope 
of intervention. Related ti> this lack of funding is the problem of space. 
As bin gets are cut and schools are closed and consolidated, space for 
special classes and proiects is difficult to find, A successful program 
tor gifted and talented children requires qualified teachers. Not 
evervone can teach gifted children successfully There are few states 
with certification requirements for teachers of the gifted and talented, 
and few university programs that offer a full sequence of course work 
in this area. Qualified teache-s for programs for the gifted may be dil- 
ficuU to find, l-inallv, as discussed earlier, negative community reac- 
tion may present another problem. Understanding the reasons tor the 
reaction and anticipating it will help, but sensitive public relations work 
mav need to be done to counteract existing negative attitudes. Again, 
parent iirgani/atiims can be especially helpful in this regard, 

SUMMARY 

Although thev are not included under 'be provisions o\ Public Law 
44-142, programs tor gifted and talented v.nldren should be ct)nsidered 
m any planning bv school districts for meeting individual needs. Gifted 
and talented children tend to be overlooked if thev are members of 
a minority group, are handicapped, are underachievers, or are girls. 
Ans' identification procedure should ensure that these groups are not 
overlooked. Assessment procedures and educational programming 
should include the broad subcategones of giftedness and talent: general 
intellectual ability, i.pecific academic aptitude, creative or productive 
thinking leadership ability, and ability in visual and performing arts. 
Fducationa! programs should be planned carefully and should include 
appropriate elements of specialized instruction, acceleration, and 



ERIC 



91 



Thr Cnti'J and TaWntcd 7^ 



cnrichmont. In initiating a program, school personnel should W par- 
ticularly senii-itive to community attitudes toward such specialized 



services 
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CHAPTER 5 



Mental Retardation 



John Ardizzone 
Geraldine T. SchoU 



Mental rehirdation is one of the high incidence categorical areas in 
special education, accounting for about 2 to 3% of the school popula- 
tion, Tlie term encompasses a wide range of ability levels, which makes 
generalizations about the nature and needs of any one individual 
difficult. 

Misdiagnosis is a serious problem in this categorical area. 
Socioeconomic and cultural factors may restrict the experiential 
background of many children and thus influence results of tests ad- 
ministered to them, because standardized tests are usually normed on 
a typical middle-class sample. Problems and issues of using such tests 
with certain populations are discussed in Chapter 1. Other im- 
pairments, such as hearing loss, autism, and severe emotional disturb- 
ances, cause children with these conditions to perform on tests as 
though they had a lower level of intellectual functioning; thus they 
appear to be mentally retarded. Finally, the need for a differential 
diagnosis of children with educable mental retardation, emotional 
disturbance, or learning disabilities for purposes of financial reimburse- 
ment to local districts frequently presents a challenge to the t :hoo\ 
psychologist. Children with these three conditions share some similar 
behavioral characteristics. 

For these reasons it is important for the school psychologist to have 
a basic understanding of what mental retardation is and how it may 
impinge on an individual's behavior and development, 
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Tliis chapter presents an over\aevv of the condition, including defini- 
tion, terminology, and etiological factors; characteristics of the levels 
of retardation and their impact on growth and development; and im- 
plications of these for the process of assessment, 

OVERVIEW 



Definition 

The most widely accepted definition of mental retardation is that 
aHopted by the American A.ssociation on Mental Deficiency (AAMD). 

Mental retardation refers to significantly subaverage general intelligence 
tunctioning resulting in or asscviated with concurrent impairments in 
adaptive K^havior and manifested during the developmental period. 
Signiticanth' subaverage is define^ as an IQ score of 70 or below on stand- 
ardized measures i)f intelligence . , . 
. General intellectual functioning Is operjtumaily defined as the resultr> 
<ibtaiped hy assessment with one ox mure oi the individually administered 
standardi/td general intelligence tests developed for the purpose. 
Impairments in adaptive behavior are defined as significant limitations 
m an mdividual's effectiveness in meeting the standards of maturation, 
learning, personal independence, and/or social responsibility that are 
expected for his oi her age level arid cultural group, as determined by 
clinical assessment and, usually, standardized scales. 
Developmental period is defined as the period of time between concep- 
tion and the 18th birthdav- Develofimental deficits may be manifested 
bv slow, arrested, or incomplete development resulting from brain 
damage, Jep;enerative processes in th^ central nervous svstem, or regres- 
sion fn • Previously normal states due to psycho-social factors. 
(Crossma) 'l983, p. 11) 

Thus for a diagnosis of mental retatdation two asp-cts musl be pre- 
sent: a measured level of intellectual functioning as indicated by an 
IQ of 70 or below and an impainrfenif in adaptive behavior. 

Aside from the usual considerations toncermng validity and reliabil- 
ity for assessment mstruments used with any one child, the emphasis 
on a specific IQ for the determination of "significantly subaverage 
general intellectual functioning" Raises questions about the influettce 
' of cultural factors on test performance (Heller, Holtzman, & Messick. 

1982), Several proposals to modify the cliltural aspects included in the 
1973 definition (Grossman, 1973) are st^l relevant. Dunn (1973) pro- 
posed that norms according to ethnic o^ racial ^.jbgroups be used for 
ascertaining the level of intellectual functioning. This use of multiple 
' ^ subgroup norms, however, would becor^ie complicated when applied 

to the school setting, where children are expected to perform accord- 
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ing*to total group noniis or an average that is derived primarily from 
samples drawn fron^the middle class. The conclusion of normal in- 
tellectual functioning from an assessment using subgroup norms may 
lead the teacher to have higher expectations of cognitive functioning 
on schcx)l tasks. Thus the use of subgroup nomis may result in a distinct 
disadvantage to the child when applied to an educational situation. 
Some children may evt^ b^? deprived of speciaIized.programs and ser\^- 
^ ices that they need in-order to succeed in school (MacMillan, 1982), 

Mercer (1973) made extensive studies of placement practices in 
California and found a greater tendency to label and to place in special 
classes children from t)ther ethnic and racial groups. She proposed the 
use of her System of Multicultural Pluralistic Assessment (SOMPA) 
as a method of determining how^ the child's present level of function- 
ing takes into account previous opportunities for learning. She view^ed 
the need for considering mental retardation from the perspective of 
a SiKial system. MacMilLm (1982) recommended that the scKiaJ system 
model, such as she proposed, be used Hrst in the assessment process 
and that it be supplemented with oroi;edures from a clinical model. 

The relationship of sociocultuial variables to a child's performance 
on formal assessment measures of intellectual functioning as well as 
on cognitive tasks in the school setting should not be overkx)ked. 
However, in making a determination of the impact of these v^ariables, 
the school psychologist shoulfi employ informal assessment measures 
to supplement results pf the formal instruments and arrive at a clinical 
judgment based on a variety of observations. 

The assessment of ''impairments in adaptive behavior'' likewise 
presents a challenge. Variations in behavior may he related to age, a 
particular situation, and cultural background. Instruments for assess- 
ing this aspect are generally recent in origin. Some of these available 
instruments are discussed in a later section of this <:hapter. 

Terminology ^ 

Various descriptive terms are applied to the different subgroups of 
mental retardation. Table 5-1 summarizes some of the mure commonly 
u.sed descriptions^ 

'^he heterogeneii ^ «f the population is evident from a study of this ' 
. table, which also illustrates the difficulty vf applying the same label 
of "rnental retardation" to such a wide range of functioning. 
CharactL*ristics and needs o/ each subgroup we discussed in ^ later 
section. 
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TABLE M 
Levels of Severity in MenUJ Rt^Ardition 



AAMD 

(Gw$^man, 1933) 



EduCAtWTUti 

(Chinn, Drew, & Loffm, 
etd, 1979) 



Piagetvm stages 
i^cogmtwe 
devekfpnent 
(MacMiUm, 1982) 



Levels 




Desa 


IQ 


Stages 


Mild 


50-55 to app. 76 


Educabk 


50-75 


Concrete 
operations 


Moderate 


35-40 to 30-55 


Trainable 


2049 


Preoperational 


Severe 


20-25 to 35-40 


Custodial 


below 20 


Sensofimotor 


Pro.jund 


Below M or 25 




• 
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Etiological Fadois in Mental Retardation 

Knowledge and understanding of the etiology of mental retardation 
in a particular child will often help the school psychologist interpret 
the results of an assessment and formulate an appropriate educational 
plan in a particular setting. Such information is also important for any 
"^ork witii parents that the school psychologist may undertake. 

Grossman (19S3) described the mentally retarded population as be- 
ing divided into two groups that sometimes overlap. Clink:al types 
"generally demonstrate some central it^ous system pathobgy, usu- 
ally have IQs in the moderate or below range, have assodated handi- 
caps" or stigmata, and can often be diagmned ^rom birth or early 
childhood (p. 12). llie second group "appear to be neurologkally in- 
tact, have no readily detectable physical signs or clinical labdratoiy 
evidence related to retardatbn, functkin in the mikily retarded range 
of intelligence, and are heavily concentrated in the l&west 
socioeconomic segments of society" (p. 13). For. the purp<Mes of this 
chapter, etiological factors will be summarized according to these two 
broad groupings. ^..^ 

Bialogk Origin ^ 

Nine out of ten cases of mental reta^tk>n attributed to btoUsgkal fac- 
tors are prenatal in origin and are evident at birth (Grossman, 1983). 
Prenatal and perinatal factors include infectk^us diseases, genetk: fac- 
tors, prematiirity and low birth weiglbt, and other btomedkal factors. 
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Infectious DU&ises. Prenatal infectkms/ particulariy rubella during the 
Hrst trimester, syphilis, herpes simplex II, and to>K>plas]nosis, may 
cause a number of impairments in addition to mental deficiency to the 
fetus (Moore & Moore^ 1977)* These include visual and hearing losses, 
physical problems such as congenital heart conditions and rrapiratory 
deficits, and microcephaly. 

Genetic Factors, A number of conditions associated with mental retar- 
dation involve genetic factors* The reader is referred to Robinson and 
Robinson (1976), Moore and Moore (1977), and MacMillan (1982) for 
a disoission of the mechanism of ^netk inheritaxwe and for descrip- 
tions of other genetic syndromes. Three of the more prevalent ones 
will be noted here. 

Down's syitdrome is the most common chromosomal cause of men* 
tal retardation and ^counts for approximately 10% of those included 
in the moderate to severe level of mental retardation (Robinson & 
Robinson, 1976). Children with Down's syndrome are characterized 
by a combination of one or more of the following: lateral upward slope 
of the eyes, small nose, drooping mouth, fissured and protruding 
tongue, a flattened head, sl^ort and stubby fingers, and a general stocky 
nattu^. They frequently have other physkal problems, most a>mmonIy 
a defect in the development of the heart. Thek development during 
the first year of life is sometimes not noticeably abnormal, but by age 
3 or 4, their development begins to level off, and by the time they reach 
adulthood most of them fall into the moderately retarded range, with 
a few in the severely and a few in the mildly retarded ranges (Robin- 
son & Robinson, 1976). 

Turner's syndrome is a chromosomal aberr^on in which there is 
a single X sex chromosome. The child is always female. The condition 
is characterized by retardation in growth and sexual development, so 
that the child does not always develop secondary sex characteristics 
diuing puberty. Some physical anomalies, such as cardiac malforma- 
tions, may also be present. Mental retazdation is not always a 
characteristic of this condition, but a ntmiber of children do fall in the 
mild mental retardation range because they usually have some 
cognitive defidto, especially in space*fonn percejMion (Qiinn, Drew, 
& Logan, 1979). 

Phenylketonur^ (PKU) is an inherited enzyn^ deficiency that can 
cause mental retardation if it is not treated. (Children with PKU are 
unable to metabolize phenylalanine, a substance found in most pro- 
teins, with the result that progrenive brain damage ocaxa. If un** 
treated, infants show delayed development both physically and men- 
tally; some have variable pigmentation in the skin and hair; and their 
urine gives off a musty odor due to pheny^iynxvk add (Sarasota 1969; 
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Schultz, 1983b). As screening programs for newborns and early dietary 
intervention for PKU have inaea««d, the number of ciJldren with 
retarded mental development from PKU has decreased in recent years 
(MacMillan, 1982). 

Many genetic abnormalities, including Down's syndrome, are detec- 
table during pregnancy by amiuocentesis. In this medical procedure . 
amniotic fluid is drawn from the intrauterine amniotic sac and the cell 
structure is examined microscopically for genetic abiiormalities. On 
learning the probability that their child may have some type of genetic 
abnormality, parents can begin to discuss with their medical doctor 
and social worker fhe implications of the birth of a handicapped child. 
They may also wish to discuss with their religious advisor ihe moral, 
religious, and ethical questioits concerning a decision to dnoose or not 
choose abortion. With guidance from a social worker or a preschool 
special education counselor, parents who do not choose abortion can 
begin the difficult process of coping with the emotional aspects of ad- 
justing to having a chili^ with a handicapping condition. Parents who 
do choose abortion ma) need continued support from a social worker 
to deal with any guilt feelings that may arise later concerning their deci- 
sion. They may also wish to consult with their medical doctor concern- 
ing potential problems with futiue pregnancies. 

Prematurity. Low birth weight infants, that is, those under 2,500 
grams or SVi pounds, are con^idtered at risk whether they are premature 
or full term. Such infants are more likely to have cerebral palsy or other 
neurological damage and have a greater probability of dying during 
the perinatal period (Neisworth & Smith, 1978). 

Other Medical Factors. Pregnancy, i>articulariy the first trimester, is 
a vulnerable period when the fetus is at the mercy of the environment 
(Chinn, et al., 1979). Robinson and Robinson (1976) listed a number 
of hazards to the developing fetus that may result in mental retarda- 
tion by causing damage to the central nervous system: malnutrition 
in the mother, which can result in premature birth aiwl low birth 
weight; maternal smoking; use of a^ccSxii jmd otiier forms of substance 
abuse during pregnancy. In recent years toe has been increasing con- 
cern with the hi^ incidence of fetal alcohol syndrome (FAS), which 
seems to be associated with chronic ak»holism and binge drinking dur- 
ing pregnancy (Grossman, 1983; Neisworth k Smith, 1978). Children 
%vith FAS are usually small at birth and exhibit behavior problems and 
physical abnormalities in addition to mental retardation (Schultz, 
1983a). 

There are several abnormal matemal-fetal interactions that may be 
hazardous to the developing fetus. Rh factor incompatibility is com- 
monly known as a factor that may cause damage to the central ner- 
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vous system. When mother's Rh factor is negative and that of the 
fetus is positive, the mother's body develops antibodies that destroy 
the blood cells of the fettis. Forhmately medkal science ift sufficiently 
advanced that many of the problems accompanying the incompatible 
blood factors can now be prevented (Moore & Moore, 1977). 

Conditions related to diabetes in the mother increase the risks for 
both mother and infar»t. These indude hypertension, increased 
possibility of infection;}, and iiurreased likelihood of miscarriage and 
perinatal death (MjuMillan, 1982). 

Although the* process of giving birth proceeds normally for most 
women, in some cases there are potential hazards (Robinson & Robin- 
son, 1976). Improper posittoning of the fetus, as in a bre^h birth, in- 
creases the danger of anoxia, which may result in brain damage. Lack 
of oxygen to the brain of the fetus may also result from a tv«sted um- 
bilical cord (Neisworth & Smith, 1978). 

Postnatal Factors.. Mental retardation may also result from factors 
that occur after birth, some of which are related to hazards in the en- 
vironment. Children who ingest paint containing lead may acquire lead 
poisoning, which has been associated with brain damage. Other 
substances that may be causative factors include mercury, radiation, 
nitrates, and pestiddes (Moore & Moore, 1977). 

Some infectfous diseases, such as Reyes syndrome, meningitis, and 
encephalitis, may also result in damage to the central nervous system. 
Trauma as a result of child abuse and automobile accidents are increas- 
ingly common causes of severe head injury, which can result in 
neurological damage and mental imp^drment (Moore & Moore, 1977). 

Many of these causative factors could be eliminated from the en- 
vironment, thereby decreasing the incidence of mental retardatton, but 
prevention will take the concerted effort of a society committed to a 
clean, safe, and healthful enviroxunent for all citizens. 

The many and varied causra of mental retaliation discussed in this 
section point to the necessity of obtaining a complete case history of 
the child's early devek>pment, with spedal attention to the pregnancy 
of the mother and events surrounding the birth. (See AppemUx D for 
a sample form). Informatton critkal to understanding the etiology of 
the child's mental retardatton can .be helpful in working wi* the 
parents and in planniitg a sdiool program tlut will minimize the child's 
defidendes and maximize his or her potential. 



Social and Environmental Factors 

Most of the etiological factors induded in the preceding sectton^ have 
a known relationship to mental retardatton. However, for most in- 
dividuals who are classified as mentally retarded, partkulariy those 
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with mild retardation, discrete causal factors axe often not readily iden- 
tifiable (Grossman, 1^). Robinson and Robinson (1976) described 
three dusters of characteristics that may be considered imderlying 
causes of mental retaxdation related in some degree to environment^ 
factors but that have iw strong supporting research evidence: 
psychosocial disadvantage, emotional disturbance, and brain^^^amage. 

Psi^hosocia! Disadvantage. A diagnosis of psychc^odal disadvantage 
is presumptive, relying on an absence of neurological symptoms. 
Children are not t>rdinarily klentified until they reach school age and, 
when identified as mentally retarded, they tend to be placed in classes 
or programs for educable mentally retarded students. Environmental 
factors, particularly those associated with a life of poverty, are often ' ' 
present: overcrowded living conditions, poor nutrition, lack of access 
to good health care, and overall decreased ability of tha family to cbpe 
with these circumstances. Families tend to be disorganized; the home 
setting is often overstimulating in the visual and auditory modalities; 
and there is a lack of exposure to school^type materials such as books 
anil magazines that provide intellectual stimulation for the child* 
Children from such homes are at a distinct disadvantage, because 6iey 
must learn to function in the middle-class environment of the school 
and at the same time cope with the reality of poverty within their home 
environment (Neisworth & Smith, 1978). 

Cautioh ir*ist be exercised in assesaing such children, because they 
may be labeled too qukkly and then never lose their label while they 
are in school. On the other hand/ without fiit label, many do not receive 
the services they need to succeed in scbodT^oore and Moore (1977) 
recommended complete multidisdplinary evaluations including 
measures of social competence so that a sound base for educational, 
psychological, and medical intervention can be built. 

In their discussion of psychosocial factors, Robinson and Robinson 
(1976) concluded that "improving the life sittiation of the poor may 
be the single most important step toward preventing mental handi- 
caps" (p. 178). 

Emotional distufimce. Severely emotionally disturbed childien^ par- 
ticularly those with early infantile autism, are often misdiagnosed as 
mentally retarded because of poor performance on individual tests of 
intelligence and de&:its ih adaptive behaviCH'. Characteristics and needs 
of these children are discussed in Chapter 7; autism is discussed in 
Chapter 8. Sin^ilariy, children with learning disabilittes are often 
misdiagnosed as mental^ retarded because.of their poor performance 
on standardized tests of achievementas well as intelligence and their 
frequent reading problems. 



ERIC 




Mentii Rgiasrktkm 89 



Mtich has been written about the need £or arriving at a diffexential 
diagnosis of mental retardation or learning disabilities or emotional 
disturbance. Sometimes such a di£fer^tiatk)n is ne^ssary in order to 
arrive at a prognosis or piediction ctf oixtasmes f(n: treatment pio^ 
or to refer the child for placement in the most appropriate: setting f dr 
his or her needs. There is considerable disagreement about whether 
such a differential diagnosis is necessary or even possible. Robinson 
and Robinson (1976) suggested that the focus of assessment should 
be placed on discovering how the condition came about and what can 
be done to help the child rather than to attempt identification of whkh 
is primary. 

Brain Damage. Robinson k Robinson (1976) conchided that many 
moderately retarded and almost all severely and profoundly retarded 
children show signs of severe brain' damage. Characteristics such as 
hyperactivity and perceptual protdems th^ ax^ found in kain-damaged 
children of normal intelligence, who are frequently labeled as learn- 
ing disabled, may also be found among die retarded population. The 
brain damage, however, tends to be more diffuse & the severely and 
profoimdly mentally retarded population than in those who have nor- 
mal or near normal intell%m». 

Considering th€ complex nature of n^ntal retardation and its 
heterogeneous etiological factors, it is unfortunate that the same label 
is applied to individuals whose functioning spans such a wide spec- 
trum. In the performance of their lole in assessment and partkipation 
in educational planning, school psydiologists will frequency encounter 
problems in attempting to explain "educaWe" or "mild" mental retar- 
dation to parents and te^ers, many of whom may view that term 
as a permanent and educatk>iudly hopeless condition. School 
psychologists need to know the characteristics, educational needs^ and 
major differences found in the various groups identified as "n^d," 
"moderate," "severe," and "profound," and the>' must be able to 
interpret this infonnation to paKiite ai»i teachers in a meaiiingful way. 
The following section stmunarize) some of this information. 

CHARACTERISTIC^ AND NEEDS 

To arrive at a decision regarding diagnmds and placement, it is 
necessaxy for the school psychologist to know the characteristki and 
needs of indhdduats with varying levds (tf mental retardation in order 
to form a realistic view of their potential level of functioning. This 
disctissionis dhrided into four sections aooording to the levels of sever- 
ity shown in Table 5-1: mild, mod^ate, severe, and profound. 
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Mild MenUl ReiarcUtiion 

The first group, mildly retarded individuals, includes about 89% of the 
retarded population, which is approximately 2 to 3% of the school-age 
population (Gearheart & Litton, 1979). Many in this category do not 
look significantly different from their normal peers and frequently ap- 
pear less retarded when they leave school and piirsue activities that 
do not call attention to their restricted intellectual abilities. Many of 
them show evidence of the sodocultural factors described in the 
preceding section (Shonkoff, 1982). Academic achievement will prob- 
ably not exceed fiiflh or sixth grade level; they can grasp basic abstrac- 
tions, concrete learning relationships, and simplified concepts. 

Usually children with mild maital retardation are not identified tmtil 
they reach school age. In the early elementary grades, these children 
can frequently remain in the r^ular dassroom with individualized in- 
struction and the aid of a resource room or consultant teacher. In the 
later elementary and secondary school grades, a spedaH class place- 
ment may be more appropriate as the gap between thdr academic 
achievement and that of fi\eir normal peers widens. Behavior problems 
may appear because of tite frustration arising from their inability to 
compete with their peers, their poor social skills, and their general im- 
maturity in comparison with nonnal peers. 

The school program ^ould emphasize academic skills as tools to 
enhance sodal competence, personal adeqtiacy, and future occupa- 
tional skills. In jimior high or middle school, the program emphasis 
should be on prevocational skills and the essential and practical 
academic content necessary for independent living. Hi^ ibchod should 
emphasize vocational training with work/study programs, and 
academic classes should stress practical lif^ skiUs. Guidance for per- 
sonal and jobrrelated prd^lems and preparation for living indepen- 
dently should also include traiiUng in actiiities for recreation, leisure 
time, and social skills. 

As adults, those with mild mental retardatk>n can succeed in 
semiskiU^ jobs, can become s^-stq>posting ifidhiduab, aiui in geiieral 
can lead independent lives (Payne, Polloway, Smith, & Payne, 1981). 

For more details concerning educational programs see Cegellu and 
Prehm (1982) and Payne, Polloway, Smith, and Payne (1981). 

Moderate Mental Retardation 

Moderately retarded individuals constitute about 0.3% in the general 
^population and 10% of the retarded population (Gearheart & Litton, 
1979). In physical appearance, they look "different." As noted in a 
previous section, a la^ number of Down's syndrome children are in- 
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eluded in this grouping. Multiple impairments including seizures, 
cerebral palsy, hearing and visual losses, and other physical problems 
are commonly found. Their speech is usually understandable but is 
very concrete and linguistically simple. 

Educational programming concentrate on teaching self-help and 
sodal skills. Academic areas focus on elementaxy niunber eom^pts, 
such as majdng change and basic c^^erations of addition and subtrac- 
tion, and language arts com^trating on oral communication and 
reading familiar signs for their own safety. The academic program 
should focus on functional academic skills that are useful for p ersonal 
living as adults. 

Some moderately retarded adults may be able to hdd tmskilled jobs, 
but most will wodc in sheltered settings (Gearheart & Litton, 1979). 
With minimal supervision, most are capable of homemaking sidlls and 
manual activities arotmd the home. Thdr undei'standing of the value 
of money is often limited. Their low level of sodal awareness makes 
it difficult for them, to make or keep dc^ friends. 

For more detailed informatk>n on educatioital aspects see Berdine 
and Cegelka (19S0), Cegelka and Prehm (19^), and Gearheart and Ut- 
ton (1979), 

Severe Mental Retardation 

The severely and profoundly rietardsd together comprise about 3% of 
the retarded population and about 0.1% of the total population 
(Gearheart & Litton, 1979). Historkally, persons induded in both 
groups were kept at home, or more often institutionalized, with little 
opportunity for learning. Prior to i'ublic Law 94-142, they were ex- 
duded from public education programs. 

Sinte most have stistained central nervous system damage, it is dif- 
ficult to geiieralize about their characteristics. They require an inter- 
disdplinary approach for the treatment of ttieir accompanying emo^ 
tional, physical, sensory, and behavioral haiuUcapt. 

Those classified as Mverely retarded usually have limited ability to 
respond to even the mi!^ pronounced auditory, visual, phyikal, or 
sodal stimuli. They have a greatly slowed developmental rate, so that 
progress is difficult to ass^ exoept over a long period of ttime« They 
have poor communication skills even in nonverbal communication. 
Their personal and sodal skills are at a very low levd, and many are 
unable to feed and dress themseWes or to control bladder and bowel 
function. 

Generally they can be helped to learn to ocHnmunkate, if not by oral 
then by manual methods. They have limited capacity for indepeiidence 
in self^are. They are unabte to team ev«n km'4cvd fiinctkmallK^^ 
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skills. However, in a controlled environment, with i^upervision^ some 
may be able to contribute minimally to their self-supDort through 
repetitive manual tasks performed either at home or ii. a sheltered 
setting. 

Programming for this group tends to tal^ place in residential set- 
tings, in segregated special sdiools, or at home. Curriculum develop- 
ment is approached through normal developmental patterns of infante 
and young children up to the first months. Providing some form 
of communication is a primary hitervention goal . In assessix^ prpgr^, 
it is necessary to look for smalls incremental skills and fragment of 
skills to find strengths on whkih to build. 

Cegelka and Prehm (1982) have offered more specific details regard- 
ing characteristics and educational programming for this group. 

Profound Mental Retardation 

The profotmdly retarded are b^ char^icterized by the extensive 
damage they suffer in all b^4ily systems. They tend to have complex 
* combinationsof sensory and motor impairments with a high incidence 
of visk>n and hearing probibnns, cerebral palsy, physical malformations, 
and severe neurological damage. Children in this group are usually 
identifiable at birth or shortly thereafter by physkral abnormalities and 
very low scores on the Apgar scale, which rates on a scale of 1 to 10 
the heart rate, respiration, cobr, muscte tone, and response to stimula- 
tion within the first 5 minutes after birth (Blackman, 1983). Many ze* 
quire life-sustaining processes for some period after birth. Their fragile 
health conditions often lead to frequent illnesses and sometimes an 
early death* Some display minimal response levds and few reflexes* 
In some cases only respiration and digestion are intact (Qeland, 1979). 

Therapy is often required to aid them in learning to suck, swallow, 
and chew, which are essential skills that must be acqtdred before any 
attempts at devetoping oral communk:atk)n can be inttiated. Many lack 
even the ability to' make eye contact. Locomotion is usually very 
restricted^ ^ most afe confined to a whcekhab. They la^ 
to learn by imitation, but evei^tually many leam to respond through 
behavior modifkaiion tochnkiue^. Cegeika aiid 
gested that, with optimal educatioiud programming many in titis gsoup 
are capalrie of ^quirii^ a higher level of skill/ especially in the area 
of s^-help, than has previously been considered possible* Future ef* 
forts should focus on improving the quality of life for this group. 

As adults, those with profound retardation may be able to c^bey sim- 
ple commar[ds, to vocalize some simple greeting, and to feed 
themselves partially. ^ 
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Thete are many controversies conc^^ming ^e expenditure of public 
funds for educational programs for this groupond to some extent for* 
the severely retarded. Some of the issues and questicms Q^»t have been 
raised include the following. \ 

1. U it reasonable to spend large amounts of mon^ on the necessary 
biunan resources, f adlitks, and equipment reqdted for the educa- 
tion of profoundly retarded individuals when Ute ultimate outcome 
is ^ limited? 

2. Should the life of a severely handicapped neonate be maintained 
if lif^sustaining equipment is required? 

3. At w^t point should the level of functioning be considered so low 
that educational services need not be provkied? 

4. Do programs operated for these children constitute "education"? 

Whatever the answers to these questions, educational prc^rams are 
a current reality. In implementing appropriate educational programs 
some basic considerattons are necessary. First, eariy identification is 
a necessary part of the program, and work with parents should be in- 
itiated as soon as the dtild is identified. Serand, teachers and other 
professional personnel must be prepared who will be satisfied with 
woridng on very elementary tasks and suLtasks and who will derive 
satisfaction through seeing very slow progress (Cleland, 1979). Third, 
educational programs based on currently available research findings 
should "take on a behavioral approadv be individually prescribed, be 
directed toward functional skills, be systematically applied, and pro- 
vide transdisdplinary services" (Cegelka & Prehm, 19S2, p. 342). 

ASSESSMENT CONdIDE||^TIONS <- 

Because of the heterogeneity of the populatk>n, assessment imptica- 
tions vary for the different levels, lliis section is divided into three 
pirts based on the levels-described in the previous section. 

Mild Mental Rctaidaiion 

The intelligence testing movement grew out of ef(orts to diagnose and 
plan educational programs for retaided children. It is inlere^ing, 
tl|ierefore, that ^ curnrnt controversy over intelligence testing relates 
nlore to this categmical group tfum to any odier in special education. 
As related-in Chapter 1, the major issues revolve about th|e effects of 
Idling and the use of instruments standardized on a white middle- 
dass populatton with chikiren who, because of etfuiic, racial, or 
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socioeconomic differences, lack the background of experiences that 
would enable them to meet the norms. The controversy relatet primar- 
ily to the mildly or educable mentally retarded level where numbers 
of school-age children from minority groups are disproportionately 
classified and placed in special education programs (l^ickel, 1932; Mac- 
Millan, 1982). These children are usually not identified until school age 
when, for the first time, many of them meet and are expected to con- > 
form to middle-class i^orms and culture. 

In iissessing children in the mild or educable mentally retarded 
group, school psychologists should draw on a yariety of instruments, 
selecting from each those items and subtests that are most appropriate 
to answer the referral questions. This requires that they know the ad- 
vantages and disadvantages of each standardized test, rating'^scale, or 
technique for informal assessment for specific children. 

Several of the standardized tests of intelligence familiar to most* 
school psychologists may be useful provided they are aware of the 
limitatiofb and issues discussed in Chapter !• The Wechsler seiies pro- 
vides both verbal and nonverbal measures of intellectual functioning. 
A selective use of subtests ntay provide the most appropriate battery 
for specific children. The Stanford Binet usually provides a reliable 
assessment of lower functioning children. Again, the selective use of 
items may increase its utility for some children. Although the Arthur 
Adaption of the Leiter International Performance Scale has niunerous 
weaknesses in reliability, validity, and standardization^ it can provide 
qualitative information on those children who^seem to have difficulty 
responding verbally ^ The recently published Kaufman Assessment Bat- 
tery for Children (K-ABC) includes scales for measuring simultaneous 
and sequential mental processing abilities and a scale for measuring 
achievement, thereby including intelligence and achievement sc^es 
in one instrument. 

Standardized measures of achievement may also help school 
psychologists in assessing the child's current level of functioning in 
school subject areas as well as hdping them to det«mine whether there 
is the severe discrepancy between achievement and level of intelligence 
that may be indicative of learning disabilities. 

In addition to measures of mental or cognitive abilities, measures 
of adaptive behavior are necessary so thdt developmental lags may be 
identified. The American Association on Mental Deficiency Adaptive 
Behivior Scale (AAMD ABS) devised by Nihira, Foster, Shellhaas, and 
Leiand (1969) is highly recommended for this purpose (MacMillan^ 
1982). This scale has been standardized on institutionalized and public 
school populations (Lambert, WindmiUer, Tharinger, & Cole, 1981). 
Grossman (1983) included in an appendbc (pp. a)3-208) illustrations 
of the highest level of adaptive behavior functions by chronological 
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age and level of mental retardation, which should be useful for school 
psychologists in assessing adaptive behavior and in identifying specific 
areas for educational planning. 

There are several other in^ruments that focus on adaptive and social 
skills behavior. The Vineland Adaptive Behavior Scale assesses self- 
help, self-direction, locomotion, occupation, communication, and 
socialization. The Cain^Levine Sodal Competency Scale iiKludes scales 
for self-help, initiative, social skills, and communication. 

With children suspected of being mildly mentally retarded, school 
psychologists must determine whether there is a cUfference between 
potCfHtial and actual level of functioning so that they might give some 
suggestions on how the child can be expected to function in the 
classroom and what can be done to assist the child in making max- 
imum use of abilities. 



Moderate Mental Retardation 

Children classified in the trainable, severe, or profound categories are 
more likely to be identified prior to school entrance. Sometimes initial 
assessment may be done by a clinical, school, developmental, or 
pediatric psychologist in a medical or clinical setting. The school 
psychologist will be expected to reevaluate on a periodk: basis as in- 
dicated in federal, state, or local district guidelines and may be involved 
in working with the teaching staff on pn^am planning. 

To assess children who fall in the moderate or trafaiable level of men- 
tal retardation, a vari^ of assessment procedures must be used. 
Because of limited language and speech de^ek)pment, nonverbal tests 
or nonverbal portions of standardized tests must tasually be employed. 
Subtests of the Wechsler and the Stanford Binet can be useful. The 
Raven Progressive Matrices is a nonverbal measure that is likely to be 
useful when it is used in conjunction writh other measures of 
intelligence. 

For children v^th limited ability to communicate, informal assess- 
ment, particularly through home and classroom observation, may be 
the most valuable source of information. For tower fuiurtkming groups, 
developmental rating scales and adaptive rating scales, especially die 
AAMD ABS, may be particularly useful. Assessment by a speech and 
language therapist is essential to determine current level of function- 
ing and plan remedial instruction. (See Chapter 11.) 

In choosing any instrument, scale, or informal assessment techmque, 
the school psychologist must know the advantages and disadvantages 
of each of them and select the most appn^wi^te one to ansWer t^^ 
ral question and to assist in planning an appropriate educational pro- 
gram. Planning must be done in conjunction with members of other 
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disriplmef, because lower functioning children require a 
multidisciplinary approach for their education and training. 

Severe/Profound Mental Retardation 

# 

The problems of assessing chfldrei, ho fall within the severe/profound 
range are similar t6 and more intensive than those mentioned for the 
moderate level In the absence of speech and language, developmen- 
tal scales must be used. Some that may be helpful include the Gesell 
Ctevelopmental Schedules, the Cattell Infant Intelligence Scale, and the 
Bayley Scales of Infant Development- 

Observation of self-help^ sodal skills, family and peer relations, and 
general adaptive behavior both in the home and at school are likewise 
^ helpful in formulating recommendations for school prc^ams. In work- 
ing with this group of children, it is essential that the school 
psychologist futtction as a member of an interdisciplinary team. 

SUMMARY 

The wide range of abilities fotmd within the population of children 
classified as mentally retarded makes it difficult to generalize about 
either their nature and needs or guidelines for assessment. 

For the educable group, school psychologists must be aware of the 
controversies surrounding labeling and the use of standardized in- 
struments for asseasment. Many children at thiSxlevel of functioning 
are not considered retarded in settings other than^e school and wiH, 
as adults, have the potential for making an adequate adjustment as 
self-supporting, independent citizens. The assessment process should 
take into account their potential as adults. For the Ihrfee lower func- 
tioning levels there is less optimism for future independent living. 
Assessment and recommendations for educational programming 
• should k)cm on maximizing their self-hejp skills and potentials for func- 
tioning as independently as possible within sheltered settings, 
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CHAPTER 6 



Learning Disabilities 



Eileen Mollen 



Learning disabilities is probably the most controversial categorkal area 
in special education today. There is little agreement among profes- 
sionals in the field concerning definition^ etiology, assessment pro- 
cedures, or remediation. Yet this label accounts for more children be- 
ing served in special education than any other categorical group. Dur- 
ing the 1982-1983 school year, 1,745,865 children, or 3.83% of the total 
school population, were receiving special education and related serv- 
ices under Public Law 94-142, Sxe Education for All Handicapped 
Children Act of 1975, and PuWic Law 8^313 as incorporated in Chapter 
1 of the Education Consolidation and Improvement Act of 1981, under 
the category of ''learning disabled'' (Kirk & Chalfant, 1984). In a few 
states, children so labeled account for half or more of all those being 
served. It is little wonder, then, that increasing concern is appearing 
in the literature about the large numbers of children in school who are 
identified as having learning disabilities (see Epps, Yssdayke, &: Algoz^ 
zine, 1983; Shepard, Smith, Sc Vojr, 1983; Smith, 1982). 

The school psychologist is mrot often the primaiy professtonal con- 
cerned with assessment and interpretation of results, coordinating 
various observations and reports, and determining appropriate recom- 
mendations for pigment and intervention for children suspected of 
being learning disabled. In addition; the school psychologist plaj^ a 
large role in legal and instructional decisions, consults with school per- 
sonnel and parents, and cotmsels the learning disabled child wlm 
regard to di^ailties. lltus, ctment and applied information on th^ 
topics is critical to enal^le the school psydiologist to work effectively 
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with parents, learning disabled children, and professionals on the inter- 
disciplinary team. 

School psychologists are often faced with youngsters who, despite 
apparently normal intellectual capacity, fail to leam under the prevail- 
ing instructional conditions. They hear such phrases as ''If he would 
just apply himself, he could do the work"; "I can't get her to pay 
attention— she never follows instructions"; or "It's so frustrating. I 
spend so much time with him. He seems to be trying so hard, but I 
can't seem to get through to him/' How does the school psychologist 
begin to address these concerns? 

The plight of the learning disabled child is complex and puzzling. 
There are countless myths and theories regarding the field of learning 
disabilities, and the problems that these children face are far from 
clearly understood. Much controversy surrounds existing theor tical 
explanations. However, there is some knowledge and understanding 
of the characteristics, assessment, and interventions of learning prob- 
lems that should not be overlooked while theories are being presented, 
tested, and disputed. School psychologists have a x^ponsibiUty to sort 
through the literature and read critically. 

For those who feel the need for a stronger background in learning 
disabilities, a two-part approach is suggested. First, reading two or 
three basic texts and examining recent journals will provide cim^nt 
theoretical perspectives, legal and educational issues, chaiacteristics 
of learning disorders, and information about assessment and interven- 
tions. The question of how to define learning disabilities is so controver- 
sial that reading on the topic can become confusing, with the child get- 
ting "lost." For that reason, it is recommended that the school 
psychologist spend time observing and working with learning disabled 
children in classrooms, talking with their teachers, and engaging in 
active hypothesis-testing. An important part of the evaluation of learn- 
ing disabilities is a knowledge of the levels of academic performance 
expectations for these children i|i the classroom. 

It is critical for the school psychot^tSH^Mba^e a good grasp of nor- 
mal cognitive development and expected behavior patterns of school- 
age children in ordpr to determine what could signal a problem. Con- 
sider, for example, a child who has^ persistent difficulty with direc- 
tionality, reverses letters and words, demonstrates poor motor coor- 
dination, or has some articulation problems with "r's" and "I's." A 
6-year-old with one or more of these characteristics may simply need 
a little "maturing time," and thus the symptom would not be cause 
for alarm, whereas these same characteristics in a 10-year-old might 
be "red flags" for learning problems; and further evaluation may be ? 
warranted. 
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This chapter will provide n overview of the current definitional 
issues, characteristics of learning disabled children, assessment tech- 
niques, and other areas of concern for these chilcb^n. 

DEnNmONS 

The definitions of learning disabilities vary greatly. Within federal 
gtiidelines, each state adopts its own definition and in some ini^tances 
local school di^ricts determine their own. Section 121a ,5 of Public Law 
94-142 defines learning disabilities as foUr ^s: 

Specific learning disability means a disorder in one or more of the basic 
psychological processes involved in imder inding or in using language, 
spoken or written, which may manifest itself in an imperfect ability to 
listen, think, speak, read, write, or to do mathematical calcula- 
tion^. The term includes such conditions as perceptual handicaps, brain 
injury, minimal brain dysfunction, dystexia, and ctevelopmental aphasia. 
The term does not include chfldxen who have learning problems which 
are primarily the res'ilt of visual, hearing, or motor handicaps, pr men- 
tal retardation, of enu^tional disturbance, or of environmental, cultural, 
or economic disadvantage. (DHEW, 1977a). 

The following criteria are designated in Section 121a.541 of P.L. 94-142 
for determining the existence of a specific learning disability: 

The child does not achieve commensurate with his or her age and abil- 
ity levels in one or more of the areas {listed below] when provided with 
teaming experiences appropriate for the child's age and ability levels; 
and the team (specified in the law) finds that a child has a severe 
discrepancy between achieveoftent and the intellectual ability in one or 
more of the following areas: (i) oral expressk>n; (U) listening comprehen- 
sion; (iii) written expression; (iv) bask reading skill; (v) reading com- 
prehension- (vi) mathenuHcal cakulations; or (vii) mathematical reason- 
ing. (DHEW, 1977b) 

Recently, objections to this definition have been raised on the 
grounds that it does not allow for consensus amoi^ professionals. The 
objections were based on what prc^es^nals and parents believed were 
inadequate inclusion and exclusion clauses, restilting in confusion 
regarding eligibility criteria (cf . Myers & Hammill, 1982). In response 
to this general criticism, the National Joint Council for Learning 
Disabilities presented a new definition: 

Learning disability is a generic term that refers to a heterogeneous group 
of disorders mantfested by significant difficulties in the acquisition and 
use of listening, speaking, reading, writing, reasoning, or mathematical 
abilities. These disorders are intrin^ to the individual and prem^ed 
to be due to central nervous system dyifunction. Even thou^ a learn- 
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ing disability may ocoxr concomitantly with other handicapping condi- 
tions (e.g.; sensory impainnent, menti retardation, social and emotional 
disturbance) or environmental influences (e.g., cultural differences, in- 
sufficient/inappropriate insmiction, psychogenic factors), it is not \\\e 
direct result of those conditions or influences. (Hamniill, Leigh, McNiitt, 
& Larsen. 1981, pp. 339-340.) 

Learning disabilities are considered by some professionals to be due 
to central nervous system (QMS) dysfimction, which may be caused 
by genetic or biochemical factors (usiidly present at birth) or trauma. 
However, the exact etiological agent of the learning disability can rarely 
be identified, and the state of the art in pediatric neurology is not suf- 
ficiently sophisticated to pinpoint specif areas of damage in the b^ain 
that could account for the learning disorder. In the vast majority of 
cases, evidence of CNS dysfunction is deduced from one or tnore soft 
neurologicial si^ that are iitcondusive and add little information of 
value to the process of assessment or to the determination of an ap- 
propriate placement and development of an educational plan to\ 
remediate the learning problem. For educational purposes, this infor- 
mation is not critical; etiology does not generally dictate the mode of 
intervention in the classroom tmless a specific biochemic^ cause is in- 
volved. Instead, educational intervention addresses the behavioral 
manifestations Of the learning problem. (See Kirk & Chalfant, 1984.) 

Many children ciurrently^labeled as learning disabled experience 
school failure and achievement drfidts that can be attributed to fac- 
tors other than neurological or biochemical factors. Poor instruction, 
lack of motivation, inconsistent school attendance, family problems, 
and emotional difficulties frequently contribute to poor school perform- 
ance. Test scores alone do not reveal the cause of an achievement 
deficit. School psychologists need to probe for all possible explanations 
for school failure before the label of learning disabled is applied. 

Given the growing concerns over the alarmin^y high number of 
children who are classified as learning disabled, care miist be taken 
for appropriate spedal education classification. While the currently used 
definitions for learning disabilities are not ideal, deariy delineated in- 
clusion criteria must be followed before a learning disabilities classifica- 
tion is made for any child. Two recent studies have identified some 
of the problems in this area. Using 14 operational definitions from the 
professional literature grouped into the categories of ability- 
achievement discrepancy, grade pl^ement-achievement discrepancy, 
and scatter, Epf>s, Ysseldyke, and Algozzine (1983) found that the ap- 
plication of different definitions of teaming disabilities did produce dif- 
ferences that were significant in the nuijibers of children identified. 
Further, the three categories of definitions did not distinguish con- 
sistently between children identified as teaming disabled and those 
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not learning disabled. A study by Shepard, Smith, and Vojr (1983), 
designed to desalbe the characteristics of children who had been 
classified as learning disabled by school personnel, found that over 
half of the children identifi^ were classified using criteria that were 
not consistent with federal regulations and professional literature. A 
large number of children who are failing in school due to causes other 
than those outlined in the federal guidelines are being labeled "learn- 
ing disabled." School psychologists need to be aware of the growing 
concerns about definitions and misdassification resulting in over- 
inclusion of children in the learning disabilities category. 

CHARACTERISTICS OF LEARNING DISABLED CHILDREN 

As the definitions outline, the learning disabled child may experience 
impairment in on'e or more areas of cognitive functioning. These can 
be organ^ed into five global areas: spoken language? (including listen- 
ing and speaking), written language, reading, arithmetic, and 
reasoning. 

« 

Spoken Language 

Disorders of spoken language involve either delay or deviation from 
the expected pattern of language development; they include a wide 
range of communication disorders. There is increasing evidence that 
language dysfunction is a prevalent and debilitating area of learning 
disabilities. Consider how impdttanf Commtmicatk)n is to everyday 
functioning. The child who is tuable to process language is extremely 
handicapped in school and at home. Language dysfunction can be 
characterized by disorders of formulation as well as tmderstanding of 
language. The child with auditory processing problems hears, but does 
not integrate or interpret what is heard so that it is useful or mean- 
ingful. Symptoms can range from difficulty in foUowing directions to 
inability to organize the retelling of a story. Language disorders can 
be very specific or global, and they should be explored thoroughly. 
A language specialist is a valuable member of the assessment team for 
the child with language disorders. The reader is referred to Johnson 
and Myklebust (1967) for a descriptioh of the broad range of spoken 
language dysfunctions and their remediation. 

Written Langiuge \ 

Written language requires the integration of a number of complex 
abilities: encoding, oral language, visual percepttott, motor control 
organization of ideas, memory, and discrimination. Johnson and 
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Myklebust (1967) described three categories of written language 
disorders. Poor visual-motor integration can result in the inability to 
copy letters, words, or numbers. Deficits in visual memory can result 
in the inability to revisualize words or letters, although the individual 
may be able to read and copy. The child with a deficiency in formula- 
tion and syntax can copy and revisualize words, byt has cliffictilty with 
organization of thoughts into meaningful written communication. This , 
child typically speaks in a n\ore meaningful way than he or she writes. 

Reading 

Reading disability is characterized by the failixre to learn to read under 
normal teaching conditions. Dyslexia, or reading disability, can result 
from impairment in the visual or auditory modes, and remediation is 
t)rpically implemented to ciromivent the area of dysfunction and to 
make use of the mode that is most effective for the child (Vellut^no^ 
1980). Because conventional teaching techniques usually have not been 
effective for these children, a specific reading curriculum designed to 
meet the needs of the individual must be implemented. Lemer (1981) 
has provided an overview of reading disability and described both the 
reading techniques typically used in dassroon\s and special remedial 
approaches to teaching reading. 

Modification of the child's daily reading program may range from 
minor support by the classroom teacher to alternative methods of 
reading instruction. Commonly used approaches to teaching reading 
(e.g., phonics, linguistics, language-experience approach, individual- 
ized reading, linguistics, and the initial teacWng alphabet) can be ef- 
fectively modified to enable many learning disabled children to read. 
Some of the alternative approaches that have proved successful for 
many children and adults with reading disabilities include the Gill- 
ingham method (Orton, 1966), a highly structured phonics approach; 
the Femald technique (Femald, 1943), a multisensory approach; and 
Glass Analysis (Glass, 1973), a method of decoding letter clusters within 
words. 

» 

Mathematics 

Children who have difficulty with spatial concepts or quantitative think- 
ing may have a specific learning disability in the area of mathematics. 
Mathematics is a symbolic language involving arithmetic calculation 
and numerical reasoning. Impairment may occur in either of these areas 
of mathematics. Dysfunction in any one of a number of skill areas can 
contribute to poor mathematical functioning. Children with impaired 
spatial relationships or difficulty with visual perception, symbolic 
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representation, or memory are at risk for difBculty in achievement in 
this area. While arithmetic may be the only area of disability for some 
children, the problems of symbolic reasoning and/or memory ex- 
perienced by many learning disabled children son^times result in an 
impairment in madiematical functioning. Sei? hmvst (1961) for a discus- 
sion of these disorders and remediation techniques. 

Reasoning 

Although there has been little definitive research on disorders of 
reasoning, the behaviors that are characteristic of many learning dis- 
abled children warrant the inclusion of this "cateh-all" category, A list 
of behaviors that suggest processing disorders is provided here to 
outline some of the areas of concern. 

1. Concrete behavior characteri2:ed by a dependence upon immediate 
experience as opposed to abstract behavior that trai^ 
immediate expSsrience and results in the fonnatibn of conceptual 
categories. 

2. Poorly differentiated, unstable, and inconsistent generalizations. 

3. Little differentiation of part-whole relationships. 

4. Either passive-apathetic (curious about nothing) or hyperactive, 
driven, impulsive (curious about everything) behavior. 

5. Poor short-term or long-term retention. 

6. Either a marked in persistence or compulsive perseveration. 

7. Field dependence as opposed to field Independence. 

8. Internally controlled versus externally controlled behavior. 

9. Rigidity; resistance to change. 

(Myers & Hammill, 1982, pp. 3940) 

In addition, speed of processing is another area of concern to those 
v^^ho work with learning disabled children. A child who is extremely 
slow in processing information may have academic difficulty. It ap- 
pears that this is an area which may interfere with school performance 
for some learning disabled children. 

Correlates of Learning Disabilities 

Parents and teachers are often concerned about additional 
characteristics that are frequency observed in learning disabled 
children. Perceptual and motor dysfunction, hyperactivity, and atten- | 
tion deficits are commonly associated with learning disabilities. 
However, it must be noted that, although these are often correlates 
of learning disabilities and can serve as diagnostic indicators, they are 
not causes of the learning dysfunctions that children experience (Myers 
& Hammill, 1982). 

ERLC ' ' 118 



106 Hit Sihool Psyfhoijjfjsf and tht Exceptional Child 

Professionals in the field of learning disabilities now acknowledge 
that remediation of perceptual disordere and motor performance alone 
will not alleviate the learning problem (Kirk &: Chalfant, 1984). If a child 
is dyslexic, then remediation should be geared directly to the reading 
problem. For the child who hyperactive, behavioral interventions, 
and in some cases niedication, may reduce the child's activity level 
and increase the attention span, but the underlying learning problem 
remains. However, the child may become more accessible to instruc- 
tion, and remediation attempts will usually be more effective when 
the hyperactivity and distractibility are controlled. 

ASSESSMENT 

One of the most important areas of concern in respect to learning dis- 
abled children is that of assessment (McLoughlin & Lewis, 1981). For 
the child with academk achievement problems, the quality of the school 
experience may depend ^on the sensitivity, thoroughness, and 
classroom applicability of the assessment process. Psychoeducational 
diagnosis facilitates educational and behavioral programming for the 
learning disabled child. 

Test Selection 

Test selection involves a number of factors. The school psychologist 
must consider the purpose of the instrument in relation to the needs 
of the child. The tests should be chosen to answer the specific ques- 
tions that have been raised about the learning characteristics of the in- 
dividual child. 

Prior to the use of any test, the school psychologist must establish 
whether or not the validity and reliability coefficients of the selected 
' measure are strong (Salvia & Ysseldyke, 1981). If the data suggiest that 
the test is not valid or that the reliability is poor or unknown, then 
regardless of face validity the test should be used cautiously and with 
these' limitations dearly in mind. It is also important to identify the 
population on which the instrument was standardized. If the norm- 
ing group is significantly different from the individual to be tested, 
the results may not be valid for that particxilar child. Again, if such 
an instrument is used, interpretation of the results should be made 
very carefully in light of the standardization limitations. 

E>iscrimiiuiting test selection is necessary to clarify the atypical learn- 
ing characteristics of the learning disabled child. Salvia and Ysseldyke 
(1981) have provided a comprehensive review of test theory anrf ap- 
plication for special education with an in-depth discussion of the test 
considerations mentioned here. 
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Documenting Ability Achievement Discrepancies 

School psychologists should ^mploy a number of ihdividually ad- 
ministered assessment measi. es to pinpoint problem areas for the 
learning disabled child and to recommend appropriate educational in- 
terventions (Sattter, 1982). These measures &«iuently iiidude standard- 
ized aptitude and achievement tests. The administration of both a 
measure of intellectual aWUty and a measure of achievement documents 
the existence of a severe discrepancy between expected developmen- 
tal level and actual performance ii\ certain areas of cognitive function- 
ing as required in the federal guidelines. 

In an attempt to arrive at a procedure for calculating the discrep- 
ancy between achievement and intellectual ability, numerous alter- 
natives are suggested in the literature. The use of each alternative with 
any one chUd would undoubtedly result in variations in identifying 
or not identifying the child as learning disabled. Epps, et al. (1983) used 
14 operational definitions selected from the literature for their study 
of how the application of different definitions was related to numbers 
of pupils identified. The defiiUtions were dhnded into three groupings: 
ability-achievement discrepancy, which included the 1976 federal for- 
mula, three variations of the 1977 federal definition using increasing 
discrepancy ditferences, and two formulae proposed in the literature: 
grade placement-achievement discrepancy, which included four in- 
creasingly lower limits of the pupil's standard scores on academic 
achievement measures without taking into consideration results of tests 
of intellectual ability; and foxir forms of scatter in performaiKe on the 
WISC-R Verbal-Performance Scale. Their conclusion was that "learn- 
ing disabilities is an ill-defined disorder with too little consistency 
among definitions to allow for reliable prediction of LD classification" 
(p. 350) (See Kaufman, 1979). 

Shepard (1^) viewed the problem of how discrepancy is typically 
assessed as being more serious than which formula to use. In her 
studies of learning disabled children in Colorado, she foimd that many 
professionals, both jchool psychologic and teachers of pupils with 
learning disabilities, had limited knowledge of What constitutes 
technically adequate tests and frequ^itiy selected inadequate teC even 
when more valid instruments were available. In addition, tfiey had 
limited knowledge of the range of statistically normal variations in the 
typical classroom. 

In light of current controversies about procedures to be employed 
for identifkation, school psychok}gists are advised to be selective about 
instruments to be employed in the assessment process; to be 
knowledgeable about what definitions and policies are mandated or 
recommended in their respective sUte and kxal disttkts for detennin- 



o 

ERIC 



Si 120 



- \ 



108 The School Psychdogist and the Excrptioml Child * 

ing the label of learning disabled and to be aware of limitations in these 
definitions; and to know what constitutes the range of normality in 
tl^ typical classroom. In reality, the main concern should T>§ to deter- 
mine what a particular child needs and what is available in the school 
system to meet those needs. ' 

School psychologist should be aware that most achievement tests 
rely heavily on reading ability and speed of performance, one or both 
of which may be the child's problem area. This may mask or accen- 
tuate the discrepancy between aptitude ^d achievement, since the 
task demands are often similar to those on the performance indicators. 

> Informal Assessment 

The schoofpsychologist should also assess the child's performance in 
academics informally. This may be accomplished through interviews 
with the teacher(s) about the curricular expectations for that particular 
classroom; exaniination of the child's written wori; in comparison with 
the expectations format classroom, group of pupils, and tencher; and 
observation of the child's identic functioning. Informal assessment, 
particxilarly through classroom observatton, provides important infor- 
mation conceniing how a child functions within the classroom setting 
as contrasted with the one-to-one interaction during an assessment. 
The school psychologist should observe how the child follows direc- 
tions, the quality and quantity of on-task behavior, drcumstaiKes siu*- 
rounding distractibility, particular behaviors that are outside the 
classroom iiorm, the child's learning style, and social interactions hofh 
with adults and peers. Qassroom observations also provide the school 
psychologist with a realistic framework within which to make recom- 
mendations that are consistent with the curriculum and expectations 
of the school. Since the child must fimction within the approved cur- 
riculum of the school the school psychologist can be of greatest 
assistance to the teacher if he or she knows the curriculum and can 
make a curriculum-based assessment of the child's probleigs (see 
Chapter 3)! 

Other Diagnostic Tests 

Because many learning disability problems are related to deficiencies 
in academic areas, diagndstic tests in reading and arithmetic may shed 
additional light on specific problems (Swanson & Watson, 19S2). The 
school psychologist may also want to include measures of perceptual- 
motor function, personality and emotional adjustment measures, 
language function tests, or o^ier tests designed to addr^ specific areas 
of cognitive functioning that may be pr^Iematic for the child. 
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Each instnunent selected for the assessment process should be 
designed to measure some specific area(s) of cognitive functioning. 
School psychologists should familiarize themselves with the purpose 
of each test and how it measures the designated performance aiea(s}. 
It must be determined whether the test is heavily dependent upon ver- 
bal response, whether success requires integration of auditory and/or 
visual information, or whether the test is a power or speed test. School 
psychologists must determine whether the child fails to perform well 
on some of these tests because of lack of ability, or because the man- 
ner of presentation (or task demand) taps an area of the child's 
weakness that is indicative of a disability. Knowledge about the for- 
mat of each test wil allow the school psychologist to pinpoint the 
child's strengths and weaknesses with greater precision a<d 
confidence. r . 

If the child has a language problem, the school psychologist mav 
eed to consult with the school's speech and language pathologist 
about appropriate assessment instruments for this aj«a or refer the child 
to this specialist for more intensive assessment (see Chapter 11). 

Trial Teaching 

A useful method for determining how a child learns is to try4o teach 
the child something. (Cruickshank," Morse & Johns, 1980).Trial teaching 
is an inform^ assessment technique that allows the examiner to 
monitor and, U necessary, modify the task in order to optimize learn- 
ing (see Oiapter 2). In Uus way, the psychologist can not only iden- 
tify modes of presentation that appear not to work for a particular diild, 
but also can begin to make suggestions for curricrulum implementa- 
tion based on modifications that are effective. 

^ . . •■' 

Interpreting and Reporting Test Reiults 

The information gained from standardized and informal measures 
represents only part of the evaluation process for the learning disabled 
child. It is also necessary to inflate this knowledge about-the child's 
learning characteristks into the indivklual cunkulum plan. Specifically, 
it is the responsibility of the school psychologist to interpret the results 
of testing to the child's parents and teachers in such a way that 
reasonable curriculum adjustments can be established. 

A frequent complaint among personnel who either have chosen to 
work with learning disabled children or have been assigned a child 
with learning disabilities is that test reporta have no applied merit and 
are frequently filled with jargon, making them difficult to interpret by 
those working directly with the chfld. It is not sufficient to identify 
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a learning disabled child; appropriate intervention techniques must also 
be recommended. 

^These intervention techniques are not necessarily the sole respon- 
sibility of the school psychologist. Ongoing dialogue with teachers and 
parents regarding the child's learning characteristics and what has 
worked (or failed to work> for the child in the past will prove invaluable 
for educational planning. 

Equally important to this dialogue among professionals and parents 
is the sharing of observatiorts about the child's functioning in various 
settings. These observations should include not only what the child 
produces but how the child approaches a task. Following are some sam- 
ple questions to guide the observation of learner characteristics: 

1. Does the child approach tasks In an impvisive manner? 

2. Does the child's work seem logical and sequential, or is the ap- 
proach to tasks disorganized and inefficient? 

3. Does the child often need instructions or iiuormation repeated or 
rephrased? 

4. Is the child easily distracted or able to fooxs on the task despite 
extraneous noise and visual inpulV 

5. Does the child appear to process information or produce work 
much more slowly than would be expected? 

6. Does the child exhibit evidence of fxnistration, lack of motivation, 
or anxiety when faced with difticult tasks? 

7. Does the child appear to have intact sensory modalities? 

8. Does one sensory modality appear to process information more 
or less efficiently than any other? 

9. Does the child seem easily confused or lost? 

10. Does the child appear to exhibit excessive activity compared with 
others of similar age? 

OTHER AREAS OF CONCERN IN ASSESSMENT 
Sensory Impairment 

One step in the assessment process that is often overlooked, but that 
is critical to diagnostic outcome, is the evaluation of a child's hearing 
and vision. Deficits in sensory functioi ang can interfere with the learn- 
ing process. The hearing and vision screening tests routinely ad- 
ministered in schook are not sensitive to all the factors that may con- 
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tribute to learning problems. The existence of a sensory impairment 
should be ruled out at the beginning of the a|ralui\tion process. It is 
important not to ovedook so obvious an explanation for learning prob- 
lems. It is unnecessary, as well as unethical, to subject a child to ex- 
tensive psychological testing when the explanation for thtose problems 
is a hearing loss or a visual problem such a far-sightedness. 

The child may exhibit spedfk behaviors that signal the possibility 
of a sensory impairment, indicating the need for a thorough evalua- 
tion by a vision specialist or an audiriogist. Children who have dif- 
ficulty learning may favor one ear for listmiing, frequently ask for repeti- 
tion of verbal messages, speak with poor articulation (indicating that 
they do not hear the sounds they must reproduce), or appear to ig- 
nore questions or statements directed to them. (See Chapter 9.) Simi- 
larly, children with visual problems may favor one eye or squint, ap- 
pear to use poor visual-motor integration, and/or rub their eyes or blink 
frequently. (See Chapter 10.) 

Occasionally a child who is referred for learning problems is found 
to perform poorly on tasks that require visual-motor integration. This 
poorly understood dysfimction is frequently considered to be a 
neurological impairment, but it can also result from inefficient use of 
the eyes or a mechanical dysfunction of vision, sometimes one that 
is correctable by glasses or by eye exercises up to certain ages. 

The existence of a sensory impairment does not rule out c 2r fac- 
tors that contribute to learning problems. The complex nature uf learn- 
ing disabilities requires exploration of any areas of dysfunction that 
seem related to the child's learning problems. 

Behavioral and Emotional Problems 

Children with learning problems often experience considerable feel- 
ings of failiu«, frustration, and embarrassment as a result of their lack 
of achievement. The inability to perform tasks that appear effortless 
for others can be devastating to tiw emotional growth of these chikli«n. 
In addition to (or possibly as a result of) their cognitive processing dif- 
ficulties, many learning disabled children exhibit poor social interac- 
tion skills and misperceive sodal situations. 

As task demands and academic performance expectations increase 
with each year of schooling, a child's learning disabilities become in- 
creasingly handicapping. Adolescence is a particularly difficult period 
for the learning disabled student. The consequences of the disabilities 
are more apparent, schoolwork is a struggle, and relationships may 
be strained during this time when youngsters are so sensitive about 
conformity and success. (Cruickshank, et al., 1980). 
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Behavior problems and poor self-concept are common reactions to 
ongoing frustrations and confusion. An emotional overlay often ac- 
companies learning disorders, and it is often impossible to identify 
which problem occurred first. As a result, intervention becomes com- 
plex. Educational planning must address the whole child, including 
both academic and emotional needs. 

Some children employ coping mechanisms or strategies to compen- 
sate for their learning difficulties. These techniques range from ap- 
propriate (e.g-, asking for clarification) to inappropriate (e.g., acting- 
out behavior to avoid a difficult task) and frpm Skillful to ineffective 
use of strategies to achieve success. Through observation, the school 
psychologist and teacher can determine which strategy (or strategies) 
the child may already employ and whether or not they are effective 
and efficient. See Chapter 7 for additional information regarding emo- 
tional problems. 

SUMMARY 

The heterogeneous nature of the learning disabled population requires 
that each child's assessment be individually designed and im- 
plemented, Careful selection of test materials is required to answer the 
referral question about the learner. Assessment is the process by which 
the school psychologist uses observation, interaction with teachers, 
standardized testing, and iiiformal assessment measures to describe 
leamer characteristic, not only for identification of learning disabilities 
but also for appropriate academic planning. Critical to this process is 
talking with affected children about their own learning problems, how 
they compensate, what works for them, and what is frustrating for 
them. School psychologists draw on their own experiences and 
knowledge of assessment and learning disabilities to determine the best 
educatioital program for each child. 

The role of the school psychologist goes beyond the assessment of 
learning disabilities. Responsibility includes information-sharing and 
problem-solving with other education r rsonnel, sharing information 
with parents, counseling children wiui learning problems, and coor- 
dinating services for each youngster, 
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CHAPTER 7 

The Emotionally Disturbed 



Robin L. Brown 



According to the National Enrollment Statistics 19S2-1983 horn the U.S. 
Department of Education, pupils labeled as EmtUmaily Distutifed ac- 
coimted for about one-fifth of those receiving special education and 
related services imder Public Law 94-142, the Education for All Hand- 
icapped Children Act of 1975, and Public Law 89-313, as incorporated 
in Chapter 1 of the Education Consolidation and Improvement Act of 
1984. Although fewer in number than pupils with learning disabilities 
and mental impairments, the pupils discussed in this chapter share 
some common characteristics with these two groups that complicate 
the task for the school psychdogists who must make a diffe^tial 
diagnosis in order to abisdn service* for them. 

Oiie major problem lies in the label to be used for these pupils. There 
is great variability in terminology among the states. Of the 50 states, 
16 use seriously motmally disturbed or emotkmaUy disturbed, and an ad- 
ditional 10 substitute the terms fumdkapped or impaired for dishiM; 13 
states me behavior, tisua!iyincoi{d>imtion%vMi<&cmfer, and 5 use soon/, 
usually in combination w^ enutiomd (NASDSE, 1983). In the absence 
. of a unifonn term, this chapter wiU use the tenns«m<7fuma%ii£8h^^ 
and emotionally impaired interchangeably. School psychologists should 
become familiar with the teroia used in their particular states. 

Another major proUem is tiw lack of consensus regarding elements 
in an effective program for these jnipils. Following an extensive review 
of the literature, Grosenkk and Hunize (1983) concluded that "the 
literature is not reflective of well-conceptualized programs" but is 
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"stronger in reflecting programnting strategies" (p. 20). This issue may 
be related to the problems of terminology. 

Finally, this categorical area shares with the areas of learning 
disabilities and mental retardation, issues regarding definition. This 
is discussed in the following section. 

The purpose of this chapter is to quaint the school psychologist 
with the nature and needs of the emotk)nally distiubed child. The aim 
is not to present a defiiutive or exhaustive review of the wide array 
of issues, but rather to focus on those that have implications for the 
assessment process. 

The chapter is divided into three major sections. The first section 
is an overview of definitions and classification systems, the serand sec- 
tion discusses special considerations in the assessment process, and 
the final section reViews some issues related to programming. 

OVERVIEW 
Definitions 

Emotional disturbance is one of the more difficult categories in special 
education to define. Although there have been many attempts, as yet 
there is no ''official" or widely accepted definition (Reeve and Kauff- 
man, 1978). One reason for this lacjc of agreement is that there are 
numerous unresolved problem areas: 

1. The lack of instruments that measure personality, adjustment, or 
other such constructs precisely or thA are su^ently reliable to 
provide a valid basi9 for defining emotional disturbances. 

2. The wide variety of conceptual models that exist within psychology 
and education, each of which views and dc^es emotional distujHb- 
ance somewhat differently. 

3. The inclusion of both excesses and deficits, unlike other categories 
in which the child needs special services because of eitixa falling 
below average (e.g., visually impaired) or above average (e.g., 
gifted) on some quantitative dimension, and the existence of 
behaviors that cover a wide raitge of neariy infinite variety and 
combinations. 

4. The expectations of appropriate behavior that vary among different 
social and cultural groups and fiom setting to setting, ntaking it dif- 
ficult to judge whether or not a child's behavior is distiuibed. 

5. The often transient natwe of behavior problems and the manifesta- 
tion of the same behaviors by "normal" children at some time dur- 
ing their development. 
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6. The tvide variety of sodaiageiU!ies^ 

aiUK each one using a spidfic prescribed definition to determine 
eligibility for their servke and there^ 

a definition that is useful to aU (e.g., courts, dinics, schools, families). 

Despite these sproblems a number of definitions are in aurent use 
by professionals, dftpn reflecting a particular theoretical orientation or 
serving a particular purpose. For example, one definition from the 
psychodynamk orientation is: / 

Impairment of emotional growth during some stage of development with 
the resultant distrust toward sdf and cabers and hostility generated from 
amdety. (Moustakas, 1953, p. 19) 

Another definition from the behavioral pei^pective is: 

Disorders that consist of inadequate or inappropriate behavior which is 
learned and can therefore be changed through application of learning 
procedures. (Dupont, 1969, p. 6) 

The ecological orientation offers yet another definition: 

Behavioral disorders are defined as a variety of excessive, chronic 
behaviors which violate the perceiver's expectations of appropriateness 
and which the perceiver wishes to see stopped. (Graubard, 1973, p. 246) 

Some definitions offer desoriptions of behaviors or characteristics 
of emotionally disturbed children. For instance, Bower (1969) offered 
a definition that emphasizes behaviors seen in the classroom. He 
characterized the emotionally disturbed child as one who exhibits one 
or more of the following five characteristics to a marked extent over 
a period of time: 

1. An inability to learn which cannot be explained by intellectual, sen- 
sory^ neuropsychologkal or general health factors. 

2. An inability to build or maintain satisfactory interpersonal relation- 
ships with peers and teachers. 

3. Iitappropriate or immature typM of behaviors or feelings under nor- 
mal conditions. 

4. A general pervasive mood of imhappiness or depression. 

5. A tendency to develop physical symptoms, pains, or fears associated 
with personal or school problems, (p. 22-23) 

This definition became the prototjrpe for the definition included in 
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Ross (1974) provided a d^inition that emphasizes behaviors in rela- 
tion to social norms and adult judgments of the frequency and the in- 
tensity of these behaviors: 

A psychologicai disorder is present when a child emits behavior that 
deviates from a discretionary and relative social norm and that occurs 
with a frequency and intensity that authoritative adults in the child's 
enviroiunent judge, under the circumstances, to be either too high or 
too low, (p. 14) 

The definitions offered by Bower, Graubard, and Ross have many 
strong points; however, each has a significant weakness that without 
correction renders the definition of Uttle use in educational program- 
ming. Bower's definition provides clear, to-the-point descriptions of 
behaviors relevant to education, but it does not include any reference 
to social norms. Thus, Bower has failed to recognize the variety of ac- 
ceptable behaviors among sodal and culttural groups. Ross and 
Graubard have not included any mention of the diild's own percep- 
tion of his or her behavior. Graubard has also neglected problems 
resulting from a lack of appropriate behaviors or deficiencies, mention- 
,ing only excessive behaviors. 

Defining emotional impairment is thus not a simple matter. Many 
who work with children question the iwcessity of pladng so much em- 
phasis on establishing a definition. They are often heard to say (as is 
evident from the defiidtions mentkmed here)^diat it is obvious which 
children are dishirbed and the problem ol definition is only a seman- 
tic one. However, this statement is tantamount to saying that the emo- 
tionally disturbed child is oixe who is so labeled by adults who have 
authority. As Kauffman (1977) pointed out, tfiis leaves the answer to 
the question of what is emotional impairment open to chance: who 
is considering the questions and that individual's tolerance for 
behavioral differences. Since definitioits afe used to identify those 
children about whom we are concerted, they are too important to be 
left to such subjective judgment. 

Definitions of emotional impairment reflect the way in which the 
problem is conceptualized— the orientation one has toward its nature 
and origin. This in turn influences what types of interventions will be 
considered. Definitions also spedfy tiie population to be served and 
iitfluence the determination of who receives the izUesventiont. 

Legislative, admi|tistrative, and funding dedsioits and the training 
and employment of personnel are all guided by the definitkms in use 
(Kauffman, 1977). Therefore, the issue of defining emotional impair- 
ment is an important one. 
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ClaMifieation Systems 

Classification systems have been developed in an attempt to overcome 
^one of the major problems in establishing a broad deHnition of emo- 
tional impairtt^nt— the wide variety of behaviors and levels of sever- 
ity foimd among the affected children. These systems are based on 
the notion that similaritied exist despite the variety of characteristics 
among emotionaliy disturbed children. These similarities are used as 
a basis for dass^cafion of emotionally disturbed children intp 
:;ubgroups. Claasifiication is a common practice, the rationale for its use 
being that by placing a child into a sul^roup^ statements can be made 
about the nature of the child's difficulties and needs that are useful 
to professionals. Bacement in a particular subgroup allows prediction 
of the child's response to various interventions and aids in treatment 
planning. 

Various systems of classification have been developed for emotion- 
ally impaired children, but most axe psychiatrica&y oriented.and have 
little relevance for education. An approach to classification that has 
been identified as useful in educational settings^ is the p^ior analytic 
or dimensional approach (HoMjs, 1975). This approach involves identi- 
fying behavioral groups consisting of highly intercorrelated behaviore. 

Categories of Behavior Traits 

One such dimensional system was developed by Quay (1979). Quay's 
system is useful because most of the charsKteristic^ are described in 
behavioral terms and can ther^ore be useful in ass^essment. Quay iden- 
tified four clusters or categories of behavior traits: conduct disorder, 
personality disorder, immattirity duster, ^d socialized delinquency. 

Conduct Disorder. The conduct disorder group is comprised of 
citildren who are generally described as aggressive and who exhibit 
behaviors seen as disturt^ing. Frequently fotmd characteristics describ- 
ing conduct disorders are: 

fighting, assaultiveness irresponsibility 



disobedience, defiance 
destructiveness 
temper tantrums 
impertinence 
disruptiveness 



bossiness, bullying 

boisterousness, noisiness 

attention-seeking 

verbal abusiveness 

untrustworthiness, lying, 
stealing 
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Personality Disorder. Children in the personality disorder group are 
withdrawn and socially isolated. Characteristics frequently found in 
these children are those associated with feelings of inferiority: 



anxiety 
shyness 

social withdrawal 

self-consdousness 

hypersensitivity, being easily 
hurt 



crying, infrequent smiling 
reticence, secretiveness 
lack of self-confidence 
unhappiness, chronic sadness 



immaturity. The third cluster, immaturity, includes children who 
have a poorly developed behavioral repertoire and difficulty coping 
.with environmental demands. Behaviors commonly seen among these 
children are: 



short attention span 
poor concentration 
daydreaming 

clumsiness 
preoccupation 

messiness, sloppiness 



passivity, lack of initiative 

boredom, disinterest 

preference for younger 
playmates 

sluggishness, drowsiness 

lack of perserverance, failure 
to finish things 



Socialized Delinquenq/. Socialized delinquency is related to juvenile 
delinquency, and it includes children whose behavior has been 
developed in response to environmental circumstances rather than to 
personal distress. Often in the context of the social structure in whkh 
they are found, these behaviors are not deariy maladaptive. 
Characteristics frequently found to be associated with this duster are: 



having ''bad'' compamons 

engaging in cooperative 
stealing 

loyalty to delinquent groups 

membership in a gang 



truancy from school 

staying out late at 
night 

running away from home 
defiance of authority 



Although each group has a nimtber of behaviors commonly 
associated with it, not all of them are present in any one emotionally 
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impaired child. Usually a oimbination of three or foiu fiom a category 
are present. There are also 8ituatk)ns in which a child may exhibit 
behaviors from more than one of these caH>gor»s. Quay's system ap- 
pears to be valid and it is useful to school psychologists in identifying 
emotioiul impairment and organizing pn^lem behavk>rs in a mean- 
ingful way (Quay, 1972). However, this system is descripHve, it does 
not provide a basis for psychological or educational intervention (Kauff- 
man, 1977). ^ 

Morse's Subcategories of Emotional Impairment 

The classification system developed by Morse (1979) p€»tulates four 
subcategories of emotional impairment: reactive disordei;s, neurotic 
disorders, inadequate socialization, and psychotic disorders. 

Reactive Disorders. Reactive disorders are those involving a conflict 
b€?tween the child and the enviroiunent; that is, the conflict is mostly 
external and precipitating conditk>ns can be identified. With the oc- 
currence of a stressful event or situation, the child's social support 
system breaks down and the child becomes unable to cope adequately 
with the situation. These children become depressed, regress, suffer 
losses of self-esteem, and often act out or strike out in frustration. 
Although these children often are unable to do their school work, the 
precipitating condition is usually not related to school, but rather is 
in the general life situation. Reactive behavior problems are temporary 
and not a pattern of behavior; thus the prognosis is highly favorable. 
With intervention, the behavior can be prevented from becoming an 
established pattern. 

Neurotic Disorders. Neurotic disorders are those involving a conflict 
between the child's impulses and controls. The conflict is an internal 
one brought about by a dash between the child's needs and desires 
and what he or shemw been taught is right or wrong. The child often 
experiences a great deal of guilt and anxiety over these needs and 
desires, which results in very low self-esteem. In addition, there axe 
often problems concemii^ sudi fedings as aoxptance-njection, love^ 
fear, finger, despair, and hope. It is common for such children to Hame 
themselves for conditions beyond titeir control (e.g., parental divon%). 
Although these children know what bdtavior is appropriate, tiiey lade 
the skills to carry it out. Often tiiey continue to test situations arid peo- 
ple. Common patterns of behavior among this group are acting out 
in ways that are destructive to persons and property; self-defeating 
actions; depression, sometimes to the extent of doing bodily harm to 
themselves; psychosomatic symptoms; and paasive-aggiesshre acts. 
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Lowered school achievement and poor social relationships are also fre- 
quently present, 
* 

Iimdojuate Socialization. Those children who are inadequately social- 
ized are a social management problem in school primarily because of 
their aggressive and/or destructive behavior. This group of children 
is involved in conflicts with authority and social requirements. The 
means they have developed to deal with these conflicts have become 
inflexible. While the children with reactive disorders or neurotic 
disorders suffer angiiish over their coitflicts, these children, because 
they lack an appropriate set of internalized values, do not. When anx- 
iety is present, it is often related to the possibility of apprehension and 
punishment rather than guilt. Typically such children Uk^c empathy 
or any recognition of other's rights and feelings, and they tend to be 
self-serving in their b^vior. The type of behavior seen in such 
children varies with the severity of the impairment. 

Children with milder inadequate socialization disorders are those . 
whose social development is arrested at a primitive level. Typically they 
are uitkempt, imptilsive, and immature; they accomplish very little 
school work, and they often produce hostile, rejecting responses from 
others. These children have generally been neglected by their parents, 
which has resulted in a lack of love, care, or attention, and lack of ex- 
posure to reasonable, age-appropriate sodal-behavioral expectations. 
In the more severely disturbed didldren there is much more impulsivity 
as well as violence, aggression, and defiance. Tuzy often are truant, 
steal, and travel in gangs. Frequently they crave excitement, and in 
seeking it they engage in random aggression and assault upon others. 
Basically, these children lack identification with an appropriate adult 
model, and in extreme cases they have no capacity to form meaningful 
interpersonal relationships. Unlike the behavior problems olwerved 
with reactive and neurotk: disorders, those seen with inadequate 
socialization disorder have mudt persistence and depth and require 
more intense iirterventions. 

Psychotic Disorders. Children in the psychotic ^ ^up see the most 
seriously impaired. They are not always able to differentiate their fan- 
tasies from actual events, and thus may distort or qiisperceive reality. 
Often they do not know who they are or where they are and do not 
relate to people appropriately. In addition, they have many com- 
munication difficulties and fail to learn as other children do. Two 
subgroups exist within the psychotic group. One includes those 
children who demonstrate severe disability in infancy. These children 
lack appropriate language, are unable to relate to people or objects in 
an appropriate way, and often exhiMt idiosyncratk and at times bizarre 

• ^' • 135 



ERIC 



Tht Em^kmaU^ Disturbed 123 



nwtor behaviors. The behavior of these children var^ from passivity, 
and withdrawal to hyperactivity and destructiveness. The second 
subgroup includes those children who, after apparently ^normal 
development, begin to lose contact with leal^. Identity of sdf becomes 
unclear, age-appropriate coping skills greatly diminish, and sodal 
development is arrested or regresses* Wi^drawal into fantasy, 
paranoid reactions, phobias, hallucinations, and/or delusions o&ien oc- 
cur* Both subgroups present a severe and comprehensive disability re- 
quiring intensive broad-based interventions. 

As Morse (1979) has pointed out, the descriptions of the groups are 
abstractions of how children actually behave. Rarely are pure cases 
found; each child develops an individualistk proBle of deficits and 
assets. Morse's system, like Quay's; c^n help the school psychologist 
to identify emotional imp>kirmenta and to gain an understanding of the 
various patterns of maladjustment undeiiying the symptoms. Although 
rather subjective and laddng in reliability data, Morse's system appears 
to be somewhat more useful than Quay's; it goes beyond description 
to prescription. StiU, despite its greater possibility for usefulness, 
Morse's system fails to bridge the ^ap from identification to treatment. 
Neither Quay's nor Morse's classification system provides' a means of 
conceptualizing emotional impairment that is educationally relevant. 

Hewett and Taylor (19S0) attempted to create a classification system 
that would translate descriptions of emotional impairment into educa- 
tionally relevant concepts. Their system, which empbys a functfonal- 
descriptive approach, is based on Hewett's (1968) developmental se- 
quence of basic competencies needed for learning. He identified' six 
levels of learning competence: attention, response, order, exploratory, 
sodal; and mastery. The emotionally impaired child is one who has 
failed to acquire one or more of these levels of learning competence 
(Hewett & Taylor, 1980). Hewetf and Taylor compiled the various 
descriptions of behavior prc^Iems Contained in the many classification 
systems of emotional impairment and found that the majority of these 
behaviors could be represented as negative variants of the six levels 
of learning competency (TaUe 7-1). These negative v«iants could result 
from either too much or too little of the appropriate behavior. For ex- 
ample, a child who has not acquired competence in attention may not 
attend to the task either because of distractibility (too little attention) 
or because of narrow, fixated attention on specific stimuli (too much 
attention). Essentially, this system changes the issue from ^^What do 
we call the child?'' to "What does the child need in order to be a more 
effective student?" This "needs to learn" or educational framewoxic 
makes it possible to see more dearly how the child can be helped. In- 
terventions would be directed at helping the child squire the learn* 
ing competencies that are lacking. 
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TABLE 7-1 

Common Charaderiftic* of Disturbed Children Viewed as Negative Variants of Learning Competencies 



Bfl^«r competencies 
needed for learning 




CHarricteristics resulting from 
differing amounts of the appropriate behavior 




Far too little 


Too little 


Optimal 


Top much 


Far too much 




Attention 


Distu^'>ances in 
sensory perception 


Excessive dayoreaming 
Poor memory 
Short attention span 
In own world 


Proper 
attention 


Selective 
attention 


Fixation on certain 
stimuli 


Response 
(motor) 


Immobilization 


Sluggishness 
Passivity 
Drowsiness 
Qumsiness 
£)epres5ion » 


Proper motor 
response 


Hyperactivity 
Restlessness 


Self-stimulation 


Response 
(verbal) 


Failure to develop 
speech 


Does not use language 
to communicate 


Proper verbal 
response 


Extremely 
talkative 


Uses profanity 
Verbally abusive 


Order 


Self-injurious 

Lawlessness 

Destructiveness 


Disruptiveness 
Attention seeking 
Irresponsibility 
Disobedience 


Orderiiness 


Overly 
conforming 


Resistance to change 
G)mpulsive 


Exploratory 


Bizarre or 
stereotyped 
behavior 

Bizarre interests 


Anxtety 

Preoccupation 

Does not know how to 

have fun 
Shyness 


Proper 
exploratory 
behavior 


Plunges into 
activities 


Impulsive 

Moves from activity 
to activity 
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TABLE 7-1 (Continued) 

Common Charaicteiaticg of Difhirt>cd Odidrcn Viewed «• Negative Viriant* cf Learning Competencief 



Bask ctmpetmcies Charaderistics nsulHng from 

needed for learning differing amounts of the appropriate behavior 

fiir ^00 little Too little Optima! Too much Far too much 



Social 


Preoccupied with 

inanimate ob|ecte 
Extreme isolation 
Inability to relate 


Social withdrawal Proper sodal 
Alknates others behavior 
AIoofne$$ 

Prefers younger peers 
Bossiness 
Secretiveness 
Fitting 

Temper tantrums 


Hypersensitive 
jealousy 

Overly dependent 


Inability to 
function alone 


Mastery 


Blunted, uneven 
or fragmented 
intellectual 
development 


Lacks self-care skills Mastery 
Lacks basic school 

skills 
Laziness 


Preoccupation 
with academics 


OverinteUectual- 
ization 




Note, Table adapted from Hewett & Taylor, 1980, p. 100. 
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Hewett and Taylor (1980) have also developed a plan called the 
ABC's of the IPE, which breaks e^ of the six levels of learning com- 
petencies into three stages; A— skill areas, B— subcomponents pf the 
skills, and C— short-t»m objectives. These are spdled out quite 
specifically and are accompanied by activities and tasks for increasing 
learning competency. 

Although, Hewett and Taylor's system is not perfect, it makes a 
significant contribution toward solving the definition and classification 
dilemma* Unlike other availalde systems, this ox^ does what classifica- 
tions are supposed to do— it groups children by similar characteristics 
which then guide selection (d intervention strate^es, Arother strength 
of this system is that it minimizes the effects of labeling by takiivg emo* 
tional impairment out of the realm of "deviamry^^ it changes the focus 
from defect within the child to lack <tf skills, which can be learned. 
This system further takes into account the diverse behaviors among 
children with emotional difficulties. Hewett and Taylor's system is one 
that can be of much use to the school psj^ologist in the aieas of assess- 
ment and intervention. Since there is no particular investment in 
etiology, this system is compatible with many theoretical orientations 
and programs. 

Although to date no definition or classification system is fully ade- 
quate/ those described here can be useful to school psycholc^ts in 
working with children as long as they remain alert to the deficits and 
drawbacks of the system used and to the possible misuses of labeling. 
Assignment of children to the various categories must be done carefully 
and only after a thorough assessment and diagnosis have been made. 

SPECIAL CONSIDERATIONS IN THE ASSESSMENT PROCESS 

In Chapter 2, the five steps in the assessment process were described. 
For the emotionally impaired child, th^ selection of techniques for 
assessing emotional problems (step two) is perhaps more controver- 
sial than for any other category. Because no agreement exists on the 
definition or theoretical basis of emotional impairment, there is no con- 
sensus on the type of information that is most relevant. As a result, 
the orientation of the individual school psychologist becomes critical 
in determining priorities for data collection. There is a risk that the par- 
ticular orientation of a school psychologist may ^ as a screening device 
causing the exclusion of data diat do not fit with hL« or het position. 

In order to avoid this bias, Morse, in an unpublished paper prepared 
for the Hawaii Special Education Department in 197?, recommended 
that the assessment be designed to give equal attention to understand-* 
ing the child and the environment. Morse suggested several areas that 
should be included in such an assessment: cognitive ability, achieve- 
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ment, affective devdopment. self-esteem, interpersonal relationships, 
neurological integration, developmental factors, behavk)rs variotis 
situations, and envixomnexUal fadors* This hifonnation can bie obtained 
through a variety of techniques. In deciding which to us<Cthe school 
psychobgist should c^nsid^ dte advantages and disadva^itages of each 
and the range of information that can be c^Hained by combining dif- 
ferent methods. 

To aid school psychologists in the selection of assessment in- 
strumented the next sectk>n provide a brirf review of those a>mmonly 
used. (See Appendix H ''Assessment ifesouites/' for addxe^es of 
publishing companies and information on the availability of these 
instruments.) ^ 

Intelligence Te^ 

Assessment of the child's intellectual and cognitive problem-solving 
abilities is an'lmportant aspect of differential diagnosis. It is essential 
to distingu^h those having emotioiul difficulties as a result of mental 
retardation or learning disabilities from those whose emotional dif- 
ficulties are causing academic problems. Individual intelligence tests 
are most often used for this purpose. The potentiaf for gaining insight 
into the child's personality from such tests should not t)e overlooked. 
An intelligence test should be selected as much for the qualitative 
features it offers as for the quantitative. The best test is one that will 
provide many opportimities for clinical observations. Intelligence tests 
that are commonly used include: 

Wechsler Intelligence Scales-WPPSI, WISC-R, WAIS-R 
Stanford Binet 

Leiter International Performance Scale 
Columbia Mental Maturity Scale 
Ravens Progressive Matrices 
Peabody Picttire Vocabulary Test, Revised 
Pictorial Test of Intelligence 
McCarthy Scales of Children's Abilities 

With experience the school psychdogist will discover those tests that 
work better in eliciting optimal performance and in providing 
c}ualitative data with certain types of children. For example, children 
who are referred ivith high distractibillty and short attention span seem 
to respond better to the Stanford Binet than to the Wechsler Scales. 
The Binet may hold the child's attention longer because of the variety 
of tasks presented, whereas the Wechsler requires many items of the 
same nature to be presented in sequence. 

.! ! 
140 



U8 Tht School Psycholojiist and the Exceptiaml Child 

Younger children who have a history of not cooperating on evalua- 
tions or academic tasks seem to respond best to the Leiter. Its novel 
stimuli, colors, and game-like approach seem to attract and even 
fascinate the most "difficult'' child. The Leiter, the Peabody, The Pic- 
torial Test of Intelligence, and the Columbia are very useful in work- 
ing with children who have speech and language difficulties. The 
McCarthy is useful for children whose ^demk achievement has been 
low and for whom the WISC-R may prove frustrating. In addition to 
its wider age range, the McCarthy provides multiple opportunities for 
clinical observation. 

Achievement Tests 

Achievement tests are useful in instances in which the child is having 
difficulty in a particular subject. They can aid in discovering whether 
the problem is due to a learning disability or is more general in nature. 
Tests of educational achievement that are widely used include: 

Peabody Individual Achievement Test 
Wide Range Achievement Test 
Durrell Analysis of Reading Difficulty 
Woodcock Reading Tests 
Gray Oral Reading 

Gates-McKellop Reading EHagnostic Tests 
Key Math Diagnostic Test 
Stanford Diagnostic Arithmetic Test 

Projective Tests 

Projective tests provide an opportunity to observe children as they ex- 
press themselves in dyt individtialistic manner. These tests, because 
they are less structuie<ix allow for a wide ran^ of reactions from a child 
and can be a rich souKe 6f information about how the child approaches 
a task (Dyer, 1974). Projective,tests are ptirported to reveal unconsdous 
feelings and conflicts of a child and thereby provide information about 
important and enduring personality characteristics that would other- 
wise be iitaccessible. However, there is no dear evidence that children 
reveal feelings of which they are tmaware on tests (O'Leary & Johnson, 
1979). The results of studies that have examined the relationship be- 
tween responses on projective tests and overt behavtor are also con- 
flicting (O'Leary & Johnson, 1979), Therefore, it is doubtful whether 
projective tests are of use in predicting behavior o^ have validity in 
terms of explaining existing behavior. 
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The mo^ widely used projective tests are the Rorschach Inkl^ Test 
and the Thematk AppeicBpticm Test (TAT). Studiri on tfte usefulness 
of these two tests in tiW difieiential diagn^ 

reveal that their validity is questionable (Magnussen, 1979; O'Leary 
& Johnson, 1979). Thus, wjlh a few exceptions/ scores from the TAT 
and Rorschach do not have sufficient validity to be used to diagnose 
a child as emotionally impairod. The excef^ns to this are the ne^ 
achievement indexes from the TAT (O'Leary & Johnson, 1979) and the 
developmental level scores from th^ Rorschadi (Goldfried, Strieker, 
St Weiner, 1971). Despite the lack of validity for results of these tests, 
they can provide the school psychologist with impressions of a child's 
dominant moods, £rustratk>ns, conflicts, and nuxies of perception. 
These impressions can be used to ^merate hypotheses about the child; 
however, tbe hypotheses must be validated by direct observation of 
the child or by parent or teacher reports. 

Some projective techniques may he very useful despite their uncer- 
tain validity. The Draw-a-Person and Family Drawing can be helpful 
in eliciting information from children that they might otherwise be 
reluctant to disclose. It is not that children's uiKonsdous thoughts are 
revealed; it is that these methods make the issues less personal, and 
thus less threatening/ allowing children to talk about them more com- 
fortably. The Rorschach can provide information about children's ap- 
proaches to the world and to problem solving— how well they can 
tolerate ambiguity, how they int^ate various parts and aspects into 
a whole, and whether the product makes sense. CMdren's TAT stories 
provide useftil information about whether they understand cause and 
effect and the concept of consequences, whether they are able to think 
things through to a lo^cal conclusion, to what extent they are able 
to resolve dilemmas present in the storied, and how appropriate the 
resolutions are. It is possible, however, to obtain this information from 
simpler, less time-consuming methods such as classroom observation 
and trial teaching. 

The decision to use projective tests in the assessment of emotion- 
ally impaired children must be made with great caie. The utility of the 
method must be weighed against its costs. Utility will vary depending 
on the nature of the referral problem, what information is needed; and 
what decisiorts need to be made. The predictive validity, time, and 
training and experience of the examiner should always be considered 
in making this decision. If the decision is nude to use projective tests, 
the following have been found useful: 

Rorschach Rohde Sentence Completion 

Thematic Apperception Test * Rotter Sentence Completion 
Children's Apperception Test Draw-a-Person 
Make a Picture Story Family Drawings 
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Rating Scales and Checklists 

Both rating scales and checklists have a behavioral foais. These tech- 
niques are based on the assumption that children with emotional dif- 
ficulties differ from other children in the number and intensity of prob- 
lem behaviors they exhibit. These methods reouire the rater to examine 
the behavior of other children and deter^une the degree to which a 
particular child differs from others. In general, individuals who interact 
%.ith the child are asked to assign ratings to the child's behavior on 
a variety of empirically derived groups of problems. Checklists and 
rating scales can be completed by the child's teacher, parente, peers, 
or others in^^ved with the child. Standardized checklists and rating 
scales are useful in comparing the child's behavior to that of others 
of the same age, gender, and grade. High reliability and validity have 
been demonstrated for such instruments when they are completed by 
parents and/or teachers (O'Leary & Johnson, 1979). These instruments 
are, of course, crucial to assessment when a behavioral approach to 
intervention will be used. 

Examples of rating scales that have proved useful are: 

Behavior Problem Checklist 
Walker Problem Behavior Identification Checklist 
Devereux Adolescent Behavior Rating Scale 
Devereux Child Behavior Rating Scale 

Devereux Elementary School Behavior Rating Scale r 

Each of these rating scales is specific in purpose. The Behavior Prob- 
lem Checklist, which is rebtively simple to complete, lists behaviors 
in four groups according to Quay's classification system. The Devereux 
Scales assess behavior symptoms for the individual child or adoles- 
cent and for the child functioning in a school setting. 

Observational Assessment 

This alternative to assessment instruments focuses directly on the 
child's behavior in a variety of real-life sihiations. Typically, a partkrular 
problem behavior is selected for observation during a given period of 
time. In addition, the child's other behaviors and behaviors of signifi- 
cant people are observed and recorded. The information collected dur- 
ing observations includes frequency of occurrence, antecedents, con- 
sequences, and situations in which the behavior occxirs. The goal of 
such observations is to identify environmental factor that maintain 
a child's behavior and aspects of the environment that can be 
manipulated to change the behavior. Behavioral observations require 
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trained observen to ensuierdial^%. Obttervatkins sto 
carefully so they occur across situations and over an extended time 
perkxl. Frequency tiie sdv}ol psydwlogist'a sdieduk pensiits 
observations. Although they are not as reliahle or informative, tffief 
observations can nonetheless provide the school psychologist with im- 
portant inf ormatidn not attainable by otha means. Additional sugges- 
tions for classroom observation are included in Chapter 3. 

Interviews 

Interviews can provide valuaUe information about a child's dif&nilties. 
Much information can be gained from interviews wi^ ^ child's 
parents. The interview technique in general has been criticized on the 
basis that the data obtaii^ have litde stabO^ and are biased by distor- 
tions of the interviewee (Hetherington & Martin, 1979). However, in- 
formation obtained from parents about a child's current behavior is 
considered valid (O'Leaiy & Johnson, 1979). In addition, parental in- 
terviews give the psychologist a feeling for the family and the parents' 
attitudp^ and behaviors toward the child. Important information such 
as the child's functioning at home and in the nei^iborhood, accepted 
behavior standards at home, and devdopmental data can be obtained. 

It is wise to use a standardized interview procedure; however, it 
is important to remain flexible. There are many formats for parent in- 
terviews available/ most of which <wer the same basic areas: current 
life situation in general, famfly history, health, prenatal and postnatal 
facts, developmental history, and parental perception of the pn^lem. 
(See Appendix D for a suggrated outliiw.) 

Often neglected in the assessment is an interview with the child. 
Especially in school settings, contact with the child often consists ex- 
clusively of administration of tests. Yet, the child's perception of the 
situation and the problem and his or her perception ctf others aiui self 
are crucial to intervention. Interviews with children provide informa- 
tion about their devdopmental level, coping techniques, interpersonal 
sMlls, ability t6 communicate', and attitudes. As widi parent interviews, 
there are numerous formats and outiiMs availaMe for interviewing 
children. (See Appendix E for a suggested podine.) 

Intevfri^s widi children, particularly ymmger children, can be very 
difficult due to their limited verbal language skills axui £requent rduc- 
tance to talk about sudi issues. The pli^ interview can be used to over- 
come these di££iculties. The child can be given tc^ siidi as bl^)^ 
darts, paper and pencil, puppets, and doiOs. Hie {$lay interview should 
include both structured and unstructmed activities. The child can be 
asked to draw specific objects or anything he or she wants. Drawings 
reveal much about the child's affect, tfiouj^t processes, and attitudes. 
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Information can also be obtained from having the child develop a story 
or scene with puppets or doUs* Games and puzzles that require cer- 
tain types of abstract thinking or various levels of pfoUem-solving skills 
can be presented. These activities also provide information about the 
child's attention span, persistence, and tdlerance for frustration. Com- 
petitive games such as checkers may also reveal something about the 
child's self-esteem and manner of relating to authority. 

Neurological Observations 

Screening for organic causes is an important j: art of the assessment 
process. Some of this can be accomplished dixring the course of the 
evaluation by observing various aspcts of the child's motor responses 
and sensory responses. For childrm primarily presenting conduct prob- 
lems, it is important to rule out the possibility of an atypical seizure 
disorder. Questioning parents and child about whether the child ex- 
periences strange burning sensations, a foul taste in the mouth, or 
visual manifestations can aid in determining whether seizures have 
occurred. "Yes" answers to any of these warrant referral for further 
investigation. 

Observations should be made of the child's level of alertness and 
any alterations in this level; involimtary twitching, tremors, or unusual 
posturing of any limb; coordination and gait; eye movements and track- 
ing ability; and any exhibited prrferences for sensory modalities. The 
Bender-Gestalt test, when scored using the Koppitz (1963) developmen- 
tal system, may be useful in screening for organic causes. Although 
the test provides a limited sample of perceptual-motor behavior and 
requires caution when interpreting results, developmental scores on 
the Bender-Gestalt can reveal p(^siHe organidty . Scores on the-Bender- 
Gestalt that are significantly below average and are due to numerous 
rotations and perseverations are signs that more extensive neurological 
screening may be warranted. 

Interpretation of Results 

At the completion of assessment the data collected must be interpreted 
and integrated to answer the referral questions. As in the selection off 
assessment techniques, there is no consensus as to how to interpret 
data. Each theory of emotional distiubaru^ emphasizes a different way 
of interpretation and results in diff^nt views of the child. Dyer (1974) 
suggested that regardless of one's orientation, it is of greatest utility 
to approach the data with a particular mind set: 
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When the foctu of an evaltbtion i$ em(^n«! probkms, the emphasis 
is on searching for the p^utKsular ways in which the dtild copes 
and defends against hurdles m his/her interpmonal experiences and 
generd deveU^nent. TE^ diild^ greatest asset b 
and integrate hi^er n^MHixces to react to these htudles. (p. 275} 

Thus, according to Dyer, thefbaiWasses«inei\tshouM 
ixig the natiire of the child's coping b^vicm and ^teriniit^ 
or not Ihey are effective and effident.AThis suggestion appears to be 
useful and would fit well witii any theoz^tical orientation. To complete 
the interpretatioit^ the factors affecting the^d's devebpn^t of par- 
tic\ilar coping behaviors must be idei^£^ s^that appropriate interven- 
tions can be planned. 

How can the school psychologist detenninkthese things from the 
data? A large number oi &amieworks are available for organizing the 
data to make this determination possible. Mors^in an unpubl^hed 
paper prepared for the Hawaii S|4dal Education uepartment in 1975, 
proposed one such firameworic. He su^ested orgarmng the data into 
five areas: cognitive, affective, biophysical, sodal, ai^d interpersonal* 
These then b^ome dimensions of the child's over^ functioning so 
that assets and limitations can be identified. Sunilariy, these dimen- 
sions are used to identify support and stress f actoxs in the child's past 
and present environment. 

Another method of organizing the data was proposed by Cohen 
(1979). He suggested arranging the uata along seven dimenSsions: the 
child's level of autonomous functioning; perception of roles and abil- 
ity to differentiate objecte; self-care, self-image, and body image; self- 
control; quality and content of thought processes; interpersonal skills 
and relationships; and ethical stntcture. In each case the age of the 
child must be considered and the question of whether the child's per- 
formance is age-appropriate is asked. This me^od focuses on the 
child's movement toward autonompus functioning and socially 
cooperative behavior. Cohen's n^thckl provides a developmi^nt^ 
framework within which to consider whether the child's lack of ade- 
quate progress in one or more areas indicates emotional difficulties. 
Although Cohen's framework is useful, it does not include en- 
vironmental influeiu^.. The school psychologist should add this 
category to avoid biases^ discussed eadier in this chapter. 

Whichever frameworic for organizing the data is chosen^ it is crucial 
for the examiner to know.what to look for in the infonnatk)n obtained. 
To aid the school psychologist with this task, an oudine of questions 
to keep in mind, areas of coi^m, and indicators of emotional dif- 
fioilties are provided in Appendixes B and C. 
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It is important to note environmental supports and stresses, iden- 
tify strengths and weaknesses in the child's skills, and compare cur- 
rent functio ning and past functioning . In order to help answer the r^er- 
ral questions, the school psychologist should review die information 
and convergences and divergences across areas and sources of infor- 
mation* Developmental factors and medical factors must be considered 
when divergences are discovered. Differences in the child's ability 
levels and sldU levels in various sfttiations should be explored for poss- 
ible explanations. For example, does behavior vary depending on 
whether the situation is structured or tmstructured? 

In certifying a child as emotionally impaired for educational pur- 
poses, it is often assimied that the child will have academic or other 
school difficxilties. However, the fact that a child has ^notional prob- 
lems does not in itself mean that the child will have academic dif- 
ficulties. It is not always possible to predict when emotional pxoblems 
will affect learning. Many severely disturbed children do well 
academically (Deno, 1978). That there is an inter^lion between emo^ 
tional disturi>ance and learning problems is not challenged here, but 
there is not sufficient evidence to make cause-and-effect assumptions. 
In order to acquire academic skills the child must actively participate 
in the learning process and invest energy in school. Emotional prob- 
lems can detract from the energy available for school or interfere with 
the child's participation level and thus result in learning dif^culties. 
Learning disabilities can result in or from emotional problems as well. 
It is rarely easy to determine which caused which. 

There are several factors in-emotional proUems that may determine 
whether or not mrademic problems wiD devebp: the quality of gratifka- 
tion the school provides; the level of accomplishment possible; the 
degree of protection the classroom environment provides; the child's 
attitude toward school and learning; sibling relations an<} the achieve- 
ment of siblings; and the nattire of relationships with the teachers. 
These factors should be considered in making a diagnosis and in plan- 
ning treatment. However, learning problems 6r academic failure should 
not be the criterion for labeling a child as emotionally mipaired. 

Special Problems in the Assessment of Emotional Impairment 

The actual assessment of children with emotional and/or behavior prolv 
lems can be difficult and trying to even the most experienced 
psychologist. There are many aspects of the assessment procedure that 
parallel situations in which the child has difficulty. Administration of 
tests, in particular, is often very threatening and may evoke hi^ levels 
of anxiety. The interaction with an adult authority Bgure, the school 
psychologist, can elicit many of the same problems the child has with 
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parents or teachefs. As a result of these factors the child may behave 
in a variety of ways that can render the school psydiologist's usual 
rep^ire of approaches to children ineffecthre 
the one-to-one relationship of assessment may create an optimal en- 
vironment for the emc^nally impaired child. In this case die schod 
psychologist will experience less difficulty than teachers and p^haps 
even have a "model diild'' in the office. Although these reactions from 
the child may provide important diagnratic infonnatson, they 
nonetheless must be dealt with in order to obtain the necessary data 
from the sessions. 

Control is a key issue in the assessment process with emotionally 
impaired children. It is often necessary to give more control to these 
children than the examiner ordinarily does. A greater degree of flex* 
ibility must also be maintained dtuirig the assessment process^ The 
psychologist must be prepared to veer from plans^ peritaps e^en ad- 
minister tests in segments with other activities in between. Manage- 
ment problems can often be avoided by mamtaining a balance between 
structure and control jiii order to allow the child some fteedbm and 
yet still permit a syst^jmatic testing procedtue. In general, the^chiwl 
psychologist should follow standardized procedures and observe the 
limits of the child's beh^^vior, but once sufficient data are obtained, 
the psychologist may wid(h to discontinue this approach and try 
novations. It is important to determine how well the child tan 
form and what differences occur in performance under less,rigor 
structure. 

Some of the more common problemis faced in the assessment of emo- 
tionally disturbed children are refusal to talk, hyperactivity, 4estruc- 
tiveness, passive resistance, flight from the room, excessive crying, and 
temper tantrums. 



Refusal to Talk 

The child who is silent diuing the early part of the assessmmt may 
be extremely anxious. Reassiur^e, encouragement, and expknatlons 
of what will be happening are l^lpftd in reducing the anxieiy. Th* ex- 
aminer will probably get the b^ results by gradually incn^asing the 
intensity of interactions with the^ child. Some distance should be m^- 
tained fit the start of the session, ^d then gradual attempts to increase 
the l^e) of ck)seness should be iirkiated. Thi^ 
usuaSy Works, although at times Che child may still r^use to talk e^ 
then an^ may remain mute for the ma^ part of the session. It is im- 
portant to observe the child's nonverbal communicatioits in such in- 
stances. 0ften the child who is ver^>ally uiuesporrsive has much eye 
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contact with the examiner and intently follows the ex^niner's actions. 
This could indicate the child's desire to make interpersonal contact. 

The psychologist can use cues from the child in order to establish 
communication. For example, a child who refuses to speak to the ex* 
aminer may talk indirectly through a pair of toy tdephones^ by whisper- 
ing down a tube or into e walkie-talkie, or by using a dictating machine 
or tape recorder. The examiner can talk to an imaginary third party, 
making no demands on the child to respond, or can converse with a' 
stuffed animal or puppet. The examiner can ai o talk to the child 
through the animal or puppet, which may be less threatening. ^ 

With a young child^ parallel play can be used. The examiner can 
begin drawing, building with Uocks, or any such activity, and, without 
directing attention to the child, have matoials for the child to play with. 
The child will usually follow the play. Once the child is engaged in 
parallel play, interaction can be initiated through the play materials. 
For example, the examiner can build an extension from a building to 
connect with the child's or can use an animal figtire that wanders into 
the child's play area and comes in physical and verbal contact with 
the child's figure. 

With older children^ tfc-tac-toe, checkers, cards, or other such games 
can provide a mo4e for making contact. Direct confrontation should 
be avoided with chiildren who refuse to talk. 

Hyperactivity 

The hyperactive, destructive, or otherwise actively resistant child can 
usually be dealt with using similar techniques. The examiner should 
maintaLt a steady, firm tone of vpice, but express reassurance. Verbal 
reinforcement and reassurance are important. It may be necessary to 
break the session into short se^ents with fxee play or other breaks 
in between. Informing'the child that after perhaps 10 to 20 minutes 
of work there will be a play period is often helpful. The child can be 
given a variety of privileges (e.g., playing with a typewriter, making 
a ditto and running it off, calling home) contingent on completing cer- 
tain tasks. For some children excessive activity is due to anxiety, and 
leaving the doo^ open during the sesskm or alknving a teacher or parent 
to accompany the child to the session may alleviate this anxiety. 

Other Problems 

Children who seem to have extreme difficulty attending or remaining 
seated need to have a controlled environment with a limited amount 
of stimulation; only the materials being used at the time should be 
available to the child. The child who becomes destructive or physic4lly 
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aggressive is best dealt with by confrontation as soon as the behavior 
begins. The examiner should state finnly and unequivocally that the 
behavior is unaccqstable and will not be tolera|^. The psychologist 
should make it vexy clear to the child that whatever »:tion is necessary 
will be taken to stop the behavior. If ^ child continues, gende restraint 
may be necessary. The child should be enveloped wiHi the ejuuniner's 
body if restraint is used,-and never grasped in any way that might be 
painful or result in injury io tiie child. 

In dealing with any such problems, the best approach is to kt^p 
in miiid that die goal of the assessment is ultimately to benefit the cl^d; 
that is, it is the diild's welfare that is most important, not ^e assess- 
ment itself. At no time should the process take priority over the child. 
If by continuing, the assessment will become a battle ground or result 
in an adverse experience for the child, it should be discontinued. The 
psychologist will then need to rely on observation, teacher reports, 
parent interviews, and other methods to gather data. 

The f ailiure to complete the assessment in the usual manner and the 
techniques attempted can nevertheless provide additional data about 
the child's difBculties. The decision to recommend special education 
programming car. be made with this informal information, and nwre 
formal assessment of the child can be attempted at a later date. At no 
* time should the fact that the assessment had to be terminated be used 
against the child. Thus, it is crucial that in working with an emotionally 
impaired child Jhe school psychologist be aware of his or her own reac- 
tions and feelings toward the child. Too often, this point is forgotten, 
and the school psychologist becomes another one of the child's "suc- 
cessful" defeats of the system and the world at which the child is 
lashing out, 

PROGRAMS FOR EMOTIONALLY DISTURBED CHILDREN 

Once determined eligible for classification, the child must be pl^ed 
in an apj^ropriate program. A general rule for program' selection is to 
choose oh the basis of the nature of the individual child's problems 
and assessment findings, I^>t on the basis of the classification. "It is 
critical to remember that die sieverity of die sod$vemotk)nal disturbance 
does not automatically predicate As most adequate form for deUvery 
of special educational service" (Morse, 1975, p. 7, unpublished paper). 

Placement Options 

Some very disttubed children cim function in r^ular classes, while 
other, less disturbed children may need a very controlled setting to 
ameliorate their dii^krulties. Selection must also be gukied by die fed^ 
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and state mandates, which require that the child be placed in the least 
restrictive setting in which his or her needs can be met. In addition, 
the program chosen should be one in which the child can have suc- 
cessful experiences and learn to deal with feelings, pressures, and 
frustrations. The degree of structure will, in part, depend on the child's 
level of self-control. 

Regular Class Placement 

One option is to place the child in a regular classroom with additional 
individualized support. This supptiri can be a resource class the child 
attends at specific times on a regular basis; the resource teacher works 
with the child on academic and emotional issues. The support can be 
provided through the helping teacher (Morse, 1976), who provides c on- 
sultation, liaison services, and crisis intervention to the child, teacher, 
peers, and parents. The focus is on blending affective<ognitive in- 
terventions through relationships. To be successful, all school personnel 
must cooperate among themselves and with outside services. 

SfMxial Class Placement iinth Mainstreatning 

The child whose problems require a more structured approach can be 
placed in a special class and mainstreamed for certain activities. Morse 
(1979) has suggested that the following questions be considered when 
mainstreaming is being planned: 

1. Can the teacher provide the child the necessary tolerance with 
consistency? 

2. Can the teacher accept and deal with ^ • lividualizing the program 
to fit the child's capabilities? 

Will the teacher be able to communicate with the chiA regarding 
problem areas? 

4. Is the mainstream peer culture a hospitable one that will not ex- 
acerbate the child's problenis? 

5. Is there immediate, nonpunitive backup when the teacher needs it? 

Successful mainstreaming requires availability of additional school- 
' .>lated services (e.g., therapy from the school social worker or school 
psychologist) and community resources (e.g., big brother/sister, tutors, 
recreation groups, parent involvement). 
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Self-Contained Oasses 

Some emotionally disturbed children need a more protected and 
specialized env >Dnjnrtit than the regular classroom can offer. These 
children may be placed in a self-contained classroom where they re- 
main vsith the same teacher for the entire day. This class includes other 
emotionally impaired children and typically^is quite small. A program 
of special education is provided that is specifically geared toward 
children who are emotionally impaired; the program may range from 
a strict behavior modification approach to a dynamic, humanistic one, 
and often is eclectic. The teacher should be specially trained to work 
with children who have behavior problems and emotional difficulties. 
Because the class is small, the individixal needs of the children can be 
met. The self-contained classroom offers children the stability of one 
teacher and a few peei^ and can provide them with a primary group 
experience in which relationships are emphasized— one of the most 
important aspects of any program for emotionally impaired students 
(Morse, 1979). 

Residential Programs 

There are some emotionally impaired children who need to be in an 
environment that is totally controlled. Residential programs are in- 
dicated when the family is unable to provide the support needed for 
other programs or is detrimental to the child's treatment program. A 
residential situation is the only way in which 24'hour multidisdplinary 
efforts can be provided. For the older child a halfway house and/or 
a sheltered workshop may be alternatives to the residential treatment 
centers. 

Arguments Against Segregation 

The programs described vary in the degree to which they seg^-egate 
the child. In most instances, total segregation is not the best alten^ative. 
Totally segregated programs are based on the a:>sumption that the 
child's behaviors can be changed more rapidly in such a setting, thus 
facilitating the child's return to a regular dass. Those in favor of such 
programis huve cited in support of their position evidence from studies 
in which children showed improvements (O'Leary & Johnson, 1979), 
However, O'Leary and Johnson have also pointed out that these 
studies failed to compare the changes reported to changes in children 
placed in less segregated programs. In li^t of conflicting research find- 
ings, no definitive conclusions can be made about the relativ€^benefits 
from these programs. 
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Deno (1978) found that segregation of emotiohally impaired children 
often results in their behavior getting worse ramer than better. Fur- 
thermos, improvements that occur in segregatedyprograms do not 
always carry over to the 'regular" enviit)nment. Thachildren develop 
the ability to cope more adequately in a special setj^ng with limited 
demands, but that does not necessarily prepare them for the increased 
ambiguity of the nonsegregated world (Deno, 1978). 

Benefits of Mains treaming 

To avoid this problem, ''treatment in situ" or mainstreaming, as it has 
recently become known, is recommended. Mainstreaming not only en- 
sures that improvements the child makes will entry over to the natxiral 
environment but also provides an opportimity to observe the child's 
ability to deal successfully with this environment and assess the in- 
terventiof s and progress made. In addition, mainstreaming averts the 
self-devaluation that sometimes occurs in children in segregated classes. 
When the emotionally impaired child is kept in the natural environ- 
ment, significant others in the child's life are encouraged to make 
changes and thereby become part of the solution (Deno, 1978). 

Making Placement Decisions 

Placement of any child should be based on the potential of that place- 
ment for providing the child with what is needed. The value of a pro- 
gram does not stem from what type of class it is, but from what is done 
for and with the child in that setting. Whether or not maiitstreaming 
should be part of the child's program depends on what interventions 
are needed. For example, it must be determined whether it would be 
better to relocate the chUd temporarily in order to intensify interven- 
tions, or whether less intensive intervention and a more gradual tran- 
sition would be better. The school psychologist should also determine 
what resources are necessary to provide the optintal amount of struc- 
ture and supervision and where these can best be found. Placement 
must be decided on an individual basis; there is no one program that 
will be effective with all emotionally impaired children. 

Providing Additional Support 

At times educational programming alone is not enough to meet the 
needs of the child. In these cases some form of additional support is 
necessary. This a4ditional support is usually some type of counseling 
or psychotherapy, but it can also be in the form of using other com- 
munity resources. In some situations the school psychologist will be 
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the direct provider of this service and in others will be indirectly in- 
vohred. In either case the role is important. As direct service provider 
the school psychologist can act as the child's therapist, engage in 
guidance counseling with the child's parents, and provide consulta- 
tion to the child's teacher(s). Indirect services include advocacy and 
liaison between conununity resources and the school. 

Whether the school psychologist is consulting with school person- 
nel or others, a major emphasis should be helping those involved with 
the child understand that tfiere is no quick solution to emotional prob- 
lems. In this role, the school psychologist acts to dispel myths by 
developing awareness and understanding of emotional problems and 
by changing negative attitudes of those involved with the child. The 
school psychologist, as consultant, can help others develop skills to 
work with emotionally impaired children. For instance, the school 
psychologist can train teachers in the use of the Life Space Interview 
(Redl, 1959), systematic management, and behavioral techniques, and 
in the analysis of child behavior and learning tasks. 

Although it is rarely done within the school system, work with 
parents can maximize the potential benefits of a special education pro- 
gram. Often parents are resistant to having their child placed in a 
special program because of the negative connotations attached to the 
label. Parents can become defensive and uncooperative, thus making 
the child's adjustment difficult. The school psychologist can reduce 
potential problems with parents and facilitate better school-home rela- 
tions through conferences with the parents or acting as a liaison be- 
tween parent and school. In working with parents of emotionally im- 
paired children, the school psychologist should attempt to dispel their 
feelings of guilt and hopelessness. This entails honestly describing what 
the problem is, helping parents see that the child's behavior needs to 
be brought under control, and establishing optimistic expectations for 
improvement (Arnold, 1978). The school psychologist as liaison can 
help the parents understand the spedal education certification process 
and the school's spedal education program and goals, and be available 
to parents when they have questions or problems regarding the child's 
school progress or program. 

SUMMARY 

Issues concerning definition are critical m this categorical area. Who 
gets labeled as emotionally disturbed depends in large measure on ex- 
ternal variables related to the ecological setting of the child or the par- 
ticular set of circumstances that call attention to the chad's deviant 
behavior. Qassification systems, although imperfect, may be helpful 
to school psychologists in identifying children with emotional im- 
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pairments. Careful selection of appropriate mstniments for assessment 
should be made in order to make a differential diagnosis and avoid 
a misdiagnosis of educable mental retardation or learning disabilities. 
The assessment procedure may present a challenge to the school 
psychologist because of the child's behavior; the psychologist may need 
to rely more on informal than formal assessment measures. In order 
to be successful remedial programs should include attention to the 
chad's family and other school and community variables. 
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CHAPTERS 

Physical and Multiple 
Handicaps 

m 

Shauna Tindall 
Geraldine T. Scholl 



Children discussed in this chapter comprise a heterogeneous group. 
They include those with orthopedic impairments resulting ftom con- 
genital aiwmalies, disease, and other causeft; those who suffer Irom 
health impairments dut impinge on their strei^th, alertness, as vital^; 
and those who have a combination impairments. Some of these con- 
ditions, while handicapping a child in the performance of certain daily 
activities, have few educational implications. An example of this is a 
congenital or acquired absence of a limb. Other conditions such as 
diabetes or rheumatk fever may not handicap a child educattonally 
but may reduce the child's energy level so that concentration on learn- 
ing tasks is greatly reduced. Some conditions such as epilq>sy do not 
handicap a child educationally but uw/ have vocational rehabilitation 
implications that will necessitate careful planning during adolescent 
years. Finally, some conditions such as cnebral palsy usually do have 
major educational implications. 

This chapter is divided into fh^e sections. The first section presents 
a description of the various oonditions included under the category 
of physical and other health impairments. It is followed by sections 
on psychological, educational, and assessment issues. The final sec- 
tion includes a brief discussion of multiple impairments. 
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DESCRIFHON OF PHYSICAL AND HEALTH IMPAIRMENTS 

Since school psychologists axe expected to assess for educational 
diagnosis, placement, and planning purposes, groupings according to 
educational considerations were adopted for this section. The six group- 
ings of the conditions are: those that may require special education 
programs and services; thc»e that may require special education pro- 
grams and service; those that may require some educational modifica- 
Hons, usually in a regular classroom; those that may require restricted 
physical activities; those that may require emotional support; and those 
that may require temporary modifications. 

Conditions Requiring Special Education Programs and Services 

Two conditions are included in this section: cerebral palsy and autism. 
Although they are quite different, children with each condition will 
usually require special education programs and services from an inter- 
disciplinary team. 

Cerebral Palsy 

Cerebral Palsy, as defined by the United Cerebral Palsy Association 
"is the general term applied to a group of permanently disabling symp- 
toms resulting from damage to the developing brain that may occur 
before, during or after birth and that results in loss or impairment of 
control over voluntary muscles" (Goldenson, 1978a, p. 331). Preiratal 
and perinatal diseases or distxirbances (congenital causes) are respoa- 
sible for about 86% of these cases, while the remainder are acquired 
through such events as timiors, trauma, or brain hemonhages. (See 
Chapter 5 for a discussion of the etiologicil factors.) Approximately 
3 to 6 out of every 1,000 infants are bom with cerebl-al palsy (Calhoun 
& Hawisher, 1979). Approximately half of the children with cerebral 
palsy have IQ scores below 70 and are classified as mentally retarded 
(Cegelka & Prehm, 1982; Robinson & Robinson, 1976). However, it 
should be noted that this may be an overestimate because the formal 
and informal assessment instruments that typically are used on a 
population with multiple impairments may not be appropriate for them 
(Kirk & Gallagher, 1983). 

Cerebral palsy may be classified according to the type of movement 
disorder: spasticity, athetosis, ataxia, tremor, ridigity, or atonia; or limb 
involvement: monoplegia, diplegia, paraplegia, or quadriplegia; or 
severity of the involvement: mild, moderate, or strong (Calhoun & 
Hawisher, 1979). Associated disorders include speech impairments, 
visual and auditory losses, seizures, and learning disabilities, as well 
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IS emotional disturbances (Goldenson, 1978a). In addition to a medi^ 
specialist, assessment for appropriate plac»nent and educational {ban- 
ning must include a variety of other disc^lines: physical occupational^ 
and speech, hearing, and langtiage therapy; audidc^; ojhthalmol- 
ogy; special education; school social woik; and school pis/chdogy* 
Children ^th cerebral patsy frequently have multiple impairments 
and require special education and a variety of supportive services for 
an appropriate educational program^ induding physical occupatk^n^l 
and speech therapies (Healy, 1983). Within-group differences among 
children with cerebral palsy tend to ^ great, partly because damage 
frequently occxirr in a different area of the brain for each child and 
cognitive, motor, and behavioral manifestations can vary* As a result, 
each child must be viewed as a unique individual. 

Autism 

In the past autism was classified under the general heading of emo- 
tional disttirbance/' Although the exact etiology remains elusive and 
may include multiple causative factors, there is enough research 
evidence for some professionals to conclude that it is a ''physical 
disease of the brain'' (Ritvo, 1976, p* 5)* It is included in this section 
because autistic children are now consid^ed as "other health 
impaired." 

IGrk and Gallagher (1983) presented the following definition of 
autism from the National Scdety for Autistic Children: 

Autism is a severely incapacitating life^Umg developmental disability 
which usually appears dturing the fiwt three vears of life. It occurs in 
approxioiately five out of 10,000 birtfts and is wst times more common 
in boys than in girls. It has been found throughout the world in families 
of all racial, ethnic, and social bad^rounds. (p* 423) 

Features of autism include an early onset, probc^ly at birth; disturb- 
ances in perceptkin; marked difference in developmental rate; difficulty 
in relating to others; speech and language disorders; and ditferences 
in motility (Ornit^ & Ritvo, 1976}* Since many of these behavioral 
characteristics are found in other categories of handicapped childre a, 
arriving at a differential diagnosis is often difficult* Autistic dtildn^n 
may be misdiagnosed as having delayed language or being hearing 
impaired because of their language deficiency; or moderately or se- 
verely mentally retarded because titeir lack of responsiveness to sen- 
sory stimuli; or emotionally disturbed because of their inability to relate 
to others (Schor, 19S3a)* A ditferential diagnosis must be made by a 
multidisciplinary team that includes, in addition to the school 
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psychologist, medkal specialists^ speech and language specialists, and 
educators who are knowledgeable about the condition and its 
characteristics. 

Conditions That May Require Special Education Programs and 



Table 8-1 lists four conditions that may eventually require special educa- 
tioii programs and services^ partly because of their degenerative 
characteristics. These conditions are Friedreich's ataxia, muscular 
dystrophy, spina bifida, and spinal muscle atrophy. Except for spina 
bifida, where research evidence is not definitive (Howell, 1978a), these 
conditions are hereditary. Thus family counseling, particularly genetic 
counseling, is usually mrommended. Because of the short life span, 
the child and family may need support services to cope with the ac- 
ceptance of a gradually deteriorating condition* Qassmates may also 
need support. Regular class placement should be maintained as long 
as possible. Eventually the child may need home or hospital instruc- 
tion because he or she will not be physically able to rtmain in school 
For specific information on conditions in this table, see Bigge (1976); 
Bleck and Nagel (19S3); Calhoun and Hawisher (1979); .Goldenson 
(1978b); and HowtU (1978a). 

Conditions That May Require Some Educational Modifications 

Table 8-2 includes four conditions for which some modifications may 
be necessary: amputations, arthrogryposis multiplex congenita, 
traumatic paraplegia and quadriptegia, and poliomyelitis. Usually these 
modifications are related to the setting, materials used, and techniques 
for accomplishing motor activities, rather than modi^tions of teaching 
strategies, since children with these conditions usually are of normrJ 
intelligence. 

For a brief period in the early 1960's there were a few cases in this 
country of congenital absence of limbs due to thalidomide, a sedative 
used by pregnant women (Calhoun and Hawisher, 1979). The brief 
appearance of deformities resulting from the use of this drug points 
to the necessity of restricting intake of all such substances during the 
critical period of pregnancy. 

The rapid decline in the number of children afflicted with 
poliomyelitis since the advent of the Salk vaccine should demonstrate 
the effectiveness of such preventive measures. School psychologists 
should be aware of the need for a school policy on vaccination pro- 
grams and can be of great assistance in working with parents to over- 
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Conditions That May Require Special Education Program! and Servicea 



Condition 



jyefiniticn 



Recommended educational placement 



Friedreich's ataxia 



Muscular dystrophy 



An inherited disease in which progressive 
degeneration of peripheral sensory nerves leads 
to poor balance of the extremities and tmnk. 
Frequent falling or a rcdimg, lurching gait, shaky 
or erratic handwriting, and slurred speech are 
eariy signs tiut nuy appear during me sdiool 
years. Skeletal ddtmsRitieb are likdy to occur as 
the disease progresses; these, akmg with dte 
tremor, speech proUems, and visual deteriora- 
tion may intafere with dasswork or assessment. 
A variety of concomitant health dis^mlert may 
also occtir, 

A hereditary disease^ with progr^sive shrinking 
and degeneration of skektal or voltmtary 
musculature. Oiildren with poor posti^e, an 
awkward or tiptoeing gait, and firequei^t £dling 
should be referred (m medical evaluation. The 
classic ''Gower's sign" ol muscular dyMrophy is 
when the child "walks'' up his or her le^ with 
his or her hands in order to rise from a sitting 
positk>n on the &x>r« Mental ioipainnent 
manifested by slowness in learning and IQ 
scores of 80 to 90 exist in about 70% of these 
children. 



Retain in the regular classroom as long as pos- 
sible; may need strong encouragement to over- 
come frustration and depression because of 
weaknesses; some modiBcation in curricular 
materials arid methods may be required as the 
disease progresses and strength deteriorates. 
Family may need coimseiing because of the 
hereditary nature of the disease* Genetk 
counseling is important. 



May require rest periods due to fatigue, but 
should be maintained in die regular das«room 
as long as pc^siUe* May eventual^ need home 
instructk)n* Most die in their teens* C!(Hmsding 
vritix child asul family is usually necessary* 
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TABtE 8-1 (CoRtiiiucd) 
Hkitti That May Requii? Spedil Edsscatkm Ftogruii and Servkea 



CortditKm 



bifmUio9t 



Spina bifida 

Myelomeningocele 

Meningocele 



Congenital open defect in tlvr bony stnicture of 



It 2 to 4 per 



Spinal muscle atrophy 




ittdeflacdd 
bone defonni- 
aiul bowel 
and kidney in- 



}t spinal canal occurring in 
1,000 live birdif, oi' 

DiiabOMfet 
thetninkand 
^, ioaa of fensatfam, md 
leading to 

Kydsooisphalus ocettfi in 90 to 95% ctf 
wmi myelomeningoctie. 

diieaae in which ptogseaiive 
alim of ipinal cdrd mofw nerves and 
m leadi to %ireakneta a^ atrof^y of 
very aonilar to muscuU^ dystrophy. In* 
if uiuall^^n the nora^l range* 



Freqtient absent from schod and social prob- 
lems due to 4iia)ntineiice; educational focus on 
preparation lor sedentary occupa&ms. Should 
be retained ito regular classes uriless tf^fe is 
meittal sefardation rdated to hydrocephalus. 



Will need coiiiueling aiid rehaMUtation services 



Retain in a regular dassnx^m as long as pos- 
siMe; may need home instnictiort eventually, 
Childrei> rarely survive beyond childhood. 



1G2 



Condition 



Amputation 



Arthrogryposis 
multiplex congenita 



TABLE 8-2 

Conditloaf That May Require Some Eduotio 



Definition 



Congenital or acquired abaence or km of all or 
part of the upper and/cs' kmer Iimb(s). The use 
of pstMthetk anna or le^ is usually recom- 
mended. Children with upper-limb amputations 
will uae tiie intact limb aa mudi a» pOM^Ue with 
die artificial limb as helper. UniUteral arm am- 
putees mav rmove the proatiwais if it interferes 
with an activity. Bilateral upper-Umb amputees 
x«quire their |»ottheae«, alOou^ dwy may 
becfwie adept ^ using toea amUeet for aD self- 
help adivitiea, writing, etc. Lower-timb ampu- 
tees may walk qufie wdl if only <me l£tid>, or 
only the tower part of both Undw, is missing. 

A con^nital but not hax«dit»y, omditkm in 
which the child is born with weak musdes and 
stiff joints. The child kx)ks like a marionette 
with such distinctive iSeatUKs as Bexed wrists 
and fingen, curved ^«ne, flexed and externally 
rotated h^, and thin arms and legs. Associated 
conditiotis indude congenital hent diseaae, 
urinary tract abnocmalities, respiratory prob- 
lenu, abdominal hernias, and various fadal 
abnorm^ities. 
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Modifkatkmf 



Modifkatians 



Spoits activities, especially swimming, should 
be encouraged in moderation. Bilateral above- 
the-knee amputees usually require wheelchairs 
at least part-time. The range ik intelligence is 
usually nonnat and they can usually function 
well in regular dassraoms. Some modifications 
in materials may be required for upper-limb am- 
putees, at leasi imtil they learn d^cter^ with 
their prosthetic limbs or \e$m to use their toes 
for HTiting, drawing, and odter lelsted 
activities. 



Goals of education and rriiabilkation are in- 
depcndea^ walking, self <aie, and vocational 
izsSning. Most have nmnal intelligence and 
' ^»eedi and are functional in 41 wheddiair. 
Placonait in a regular academk dassioom with 
space for wheekiiair. Modifieatkms may be 
necessary for testin,; and lessons requiring 
writing ami oOier Kind skills. An electrk 
typewriter may hete with devetoping written 
communkation skius* 



TABLE »-2 (Continufd) 
Coaditkms That May Require Some Educatbmal Modifications 



Condition 



Definition 



Modifications 



Poliomyelitis 



Tramnatic paraplegia 
and quadriplegia 



A viral ktlection af the spinal cord nu>tor cells, 
resulting in tempcsxary or penxunent fiacdd 
paralysis. Inddtence is now low because of the 
SinrVKit^ie. The IQ range is normal. ^ 



Permanent paralysis of one ot more limbs 
resulting £rom injuries usually due to accidents. 
Quadriplegic chiiaren are not likely to attend 
public schools^ but paraplegic children may. 



A regular academic mogram is indicated. A 
diild wish upper-limb paralysis may rApiire 
compensatory metlwds, materials, or equip- 
ment. Oiildren \^ low^-limb paralyse need ' 
wheelchairs and building and playground « 
isdlUies adapted for th^. 

Regular class placement. May need supportive 
smrices to deal with frustmtions. Mav have 
sonte protdems witfi incontinence. Education 
should be aimed at imknendence. Rdiabilitation 
services should be pioviced to majdmize re- 
maining physical potential. Realistic vocational 
goals may require extensive counseling. 
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come any objections they may have to immunization prograiyis, 
whatever the reason for the resi'^tance. ; 

For these four conditions, the greatest need is supportive help frdpi 
ail school personnel for dealing with hiistrations that arise from the 
iitability to perform certain motor tasks, ITois problem may be especially 
apite in those conditions where loss of motor abilities was sudden and 
trauuiatic. Workii\g to develop positive attitudes toward pupils with 
these impairments should also be a priority for school personnel. 

For more information about these conditions, the reader should see 
Bigge (1976), Bleck and Nagel (1983), Calhoun and Hawisher (1979), 
and Goldenson (1978b). 

Conditions That May Require Restricted Physical Activities 

Table 8-3 lists 11 conditions that may require cstricted physical activ- 
ities. Most of these conditions interfere with ambulation and physical 
activity but not with academic progress, except in those cases where 
there is prolonged school absence due to periods of hospitalization. 
In cooperation with the school nurse, th ichool psychologist may need 
to interpret a child's physical limitations to other school personnel. 
Counseling of pupils with these conditions may also be necessary to 
help t.iem accept the realities of their physical limitations, especially 
during adolescence. The school psychologist may also be involved in 
referring children with these conditions to the vocational rehabilita- 
tion agency during their secondary school years. 

More details regarding these conditions may be found in Blackman 
(1983), Bleck and Nagel (1983), Goldenson (1978b), and Schor (1933b), 

Conditions That May Require Emotional Support 

Table 8-4 lists three conditions that may require supportive help from 
the school psychologist: asthma, sickle cell disease, and juvenile 
rheumatoid arthritis. Because these are chronic conditions, counsel- 
ing may be necessary in order for the child to accept the limitations 
while at the same time preventing the child from taking advantage of 
the physical condition. Consultation with the teacher may be necessary 
since the child does not look "sick" and may have periods of normal 
health and behavior. Counseling with parents of children with sickle 
cell anemia may be indicated because of the hereditary nature of this 
condition. For more information about these conditions, see Bigge 
(1976), Blackman (1983), Bleck and Nagel (1983), Goldenson (1978b) 
and Could (1972). 




TABLE 8-3 

Con iitions That May Require RMtricted Physical Activities 



CoTtdition 



Definition 



Modifications 



U?gg-Calve- Perthes 
disease 



Osgood -Schlatter's 
disease 

Osteochondritis dissecans 



Chondromalacia 



Torn cartilage 



Slipped capital femoral 
epiphysis 



A lateral ciuvature of the spine, correctable by 
stirgery or a brace, which may interfere wirh 
physical actVities. 

A degenerative disease of the hip joint, which 
repairs it^^elf over a period of about 2 years but 
which may involve school absence and social 
isolation, br^es, or surgery. 

An inflammation of the knee that will restrict 
physical activities. 

The breaking of joint cartilage with inflamma- 
tion in bone and cartilage, most frequently in 
the knee. In younger children 3 to 6 months' 
immobilization is sufficient for repair; over 16 
years, surgery is necessary. 

Softening of cartilage of the kneecap, which 
may be corrected by special exercises, 
chemotherapy^ or surgery. 

Requires l^stricted use and active rehabilitation 
programs to return to full functioning before 
engaging in active sports. 

A slipping of the growth center at the hip end 
of the thigh, resulting in leg pain, hip joint stiff- 
ness, and sometimes degenerative arthritic 
changes. Surgery will necessitate prolonged 
absence from school. 



Physical activities may need to be reduced 



Long absences from school may require 
assistance to catch up, Homebound /hospitalized 
teaching may be indicated. 

Restricted physical activities. 

Physical education must be restricted to spare 
the joint unnecessary trauma. 



School attendance may be interrupted for vary- 
ing periods of time. Special education programs 
are helpful. 

Restricted physical activities. 



Nonparticipation in active sports for at least a 
year after surgery. 
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TABLE S-3 (Contintfed) 
CondiUons That May Require Restricted R 



Condition 



Definition 



Brittle bone disease 
Osteogenesis imperfecta 



Cyi;tic fibrosis 
mucoviscidosis 



ERIC 



An inherited defect in the bone protein matrix, 
appearing at birth or developing later in life. 
Bones may be curved, and thin, translucent- 
looking skrn, excessively mobile joints, and 
distinctive blue sclera (whites of the eyes) are 
characteristic. Deafness is common as the child 
ages, and visual disorders can occur. In- 
telligence is within the normal range. 

A hereditary disease involving hypersecretion of 
thickened mucus in the pancreas, lungs, and 
other organs. The mucus blocks the secretion of 
enzymes that aid digestion and also the passage 
of air from the bronchioles in the lungs. This 
leads to cyst formation and scarring of the pan- 
creas and other organs, and collapse of air sacs 
in the lungs. Cystk fibrosis is the' most common 
cause of death among genetic disorders and the 
most common cause of chronic lung disease in 
Caucasian children (xnuch less for Black, still 
less for Oriental children). It is estimated that 1 
out of every 25 Caucasians carries the recessive 
gene for cystic fibrosis, and that 1 out ur every 
1,500 children is bom with the disease. Since 
the average age of death is 14 years, however, 
these children are not common in public 
schools* Those who dr appear are normally 
bright, and accom "(udations will be social rather 
than academic. 
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Activities 



Modifications 



Education should aim toward sedentary, 
intellectually-demanding occupations. Physical 
education is not permitted these children as 
their bones break so easily. Children should 
wear an identification tag or carry a card so that 
in the event of hospitalization, personnel will 
not conclude that it is a case of child abuse. 

The child should be encouraged to cough (it is 
not contagious) and allowed to visit the lavatory 
whenever necessary. If medication is needed 
during school hours, the child shotJd be pro- 
vided the opportunity to take it as unobtrusively 
as possible. Physical exercise within the child's 
stamina limits should be enco^iraged, but moni- 
tored so that excessive salt loss tt -xjudi sweat- 
ing does not occur. As much as o^sSle the 
children should be treated ?;le any other child. 
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TABLE 8-3 (Continued) 
Conditioni That May Require Ret tricted Phyt ical Activities 



Condition 



Definition 



Modifications 



Heart dis«?aM? 



Hemophilia 



May be acquired (from rheumatic fever, for ex- 
ample), but is most often congenital, occurring 
in about 6 per 1,(XX) live births. Because of hi^ 
early mort^ty rate, the incidence at 10 years of 
age is closer to 1 per 2,000- Signs include short- 
ness of breath, chest pain, faintness, cyanosis, 
very rapid heart beat, and unusual fatigue* 

A hereditary condition in which blood clots 
slowly or not at all. 



In general these children should not participate 
in competitive athletics. Nonathletic extracut- 
ricular activities should be encouraged, and a 
regular academic program should be followed. 



Physical activity should be limited to sports 
such as swimming {no diving), golf, calisthenics, 
and hikings since strenuous activities or contact 
sports may cause bleeding into joints. Normal 
physkal and social activities should be allowed 
as far as possible, and a regular academic pro- 
gram should be maintained. 



1. 
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Condition 



Asthira 



Sickle eel] disease 



TABLE ^ 
Conditions That May Require Emotional Support 



Definition 



Recommendations 



A common chronic chOdhood disease that in- 
volves wheezing, coughing, and paroxysmal 
panting because of allergies or irritations of the 
bronchi. 



A hereditary form of anemia occurring mainly in 
Blacks, characterized by sidde-shaped blood 
cells and an abnormal type of hemc^obin. ac- 
companied by abdominal pains, ulceration 
of the legs, and bone pain. Children with this 
disease often have life-threatening medical prob- 
lems and miss a lot of school Intelligence is in 
the normal range. 



The asthmatic child should be treated like all 
other children in the dass^ although considera- 
tion of allergies shotild be taken regarding class 
pets, foods for class parties, and exercise. Mild 
attacks may be controlled through relaxation 
without too much attention from the teacher or 
class. The child should not be permitted to use 
the disease in order to get hi$ or her own way. 
Consultation should be provided on routine 
academic or behavioral problems, since there are 
no specific learning problems associated with 
the disease. InteTvention may be necessary to 
prevent emotk>nal problems. 

Regular class placement is recommended. 
Health complaints or lethargy should not be 
taken lightly. 
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TABLE S4 (Continued) 
Coniiitions Thai May Require Emotional Support 



Condition 



Definition 



Recommendations 



Juvenile rheumatoid 
arthritis 



Painful inflammation of the joints apparently 
caused by autoimmune attack against normal 
body materials* The course of the disease lasts 
about 10 years. The cause is unknown. The 
disease afflicts between 100.000 and 300,000 
children in the U.S. The major problem is the 
degree to which permanent }oint changes occur. 
Drug therapy, rest, or surgery may be needed. 



School personnel must help the child cope with 
pain^ fear^ and depression, and must deal with 
the child's mood changes and slowness of mo- 
tion. Children taking aspirin may have a high- 
frequency hearing loss that interferes with 
speech reception. Some children develop vision 
plroblems related to dte disease. 
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Conditions That May Require Temporary Modifications 

Table 8-5 lists two conditions, diabetes and epilepsy, that may re- 
quire special treatment of a temporary nature. 

Children with juvenile diabetes meUitus are dependent on insulin. 
From an early age thev are trained to inject their daily doses of insulin, 
to test their urine, ana to control their diet. The critical time when emo- 
tional support is usually necessary is during adolescence, when their 
dietary differences and the need for daily insulin injections may inter- 
fere with their adolescent need to be alike and conform to the peer 
culture. School psychologists may be called upon for counseling these 
pupils and their families at this time. Referral to a rehabilitation agency 
may be necessary, because this can be a vocationally handicapping 
condition. 

Epilepsy is often associated with other handicapping conditions, 
especially mental retardation (Robinson and Robinson, 1976). When 
there are no other associated conditions, the child should remain in 
the regular class, since the disorder does not necessarily impair the 
learning process. Interpretation of the condition is often necessary tor 
the teacher and for other students in the class so that they do not 
become upset if the child has a seizure during the school day. It should 
be noted that most children with epilepsy who are in regular classes 
are under medication that keeps their seizures imder control. 

For each of these conditions, emotional support for both child and 
parents may be required from the school psychologist as well as other 
school personnel, particularly immediately after the initial medical 
diagnosis is made. Qassmates and teachers may need interpretation 
and help in understanding and coping with the child's attacks or tem- 
porary loss of consciousness. 

For more information see Blackman (1983), Bleck and Nagel (1983), 
Ellenberg (1978), Howell (1978b), Robinson and Robinson (1976), and 
Wolraich (1983). 



PSYCHOLOGICAL ISSUES 

The interdisciplinary team approach to educating children with physical 
or health impairments often implies a limited role for the school 
psychologist. Testing and behavioral observation in the classroom are 
likely to be the school psychologist's major contributions. Secondarily, 
or routinely in a school system without other ancillary personnel, the 
scho<il psychologist may be requested to assist in effecting the mutual 
adjustment of the child, school peers, and teacher; to provide sugges- 
tions regarding alternate educational f .rategies; and to assist parents 
in their relationship with the child. The general goal, as in all educa- 
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TABLE S-5 

Physical and Health Conditions That May Require Temporary or limited Modifications 



Condition 



Definition 



Recommendations 



Juvenile diabetes mellitus 



Epilepsy /convulsive 
disorders 



An inherited inabUity to metabolize food 
because the body cannot make the hormone 
known as insulin. Control of the disease re- 
quires balance among diet, exendse, and oral or 
injected insulin. The child acts as his or her 
own doctor in testing the urine and administer- 
ing insulin. 

A disorder of the brain characterized by 3 recur- 
ring excessive neuronal discharge* It afflicts 
0.5% of the U.S. population, most freq[u*»ntly 
children under 5 years of age, and males more 
often than females. Many school-age children 
who are seizure-prone will be on medication to 
control their seizures. 



Aside from care in choosing snacks and 
judiciousness in exercise there is no reason for 
special^ treatment. School personnel should be 
aware of the symptoms and emergency 
trea^ents of both too much sugar ("incipient 
ketoacidosis" or diabetic coma) and too little (in- 
sulin reaction). 

School personnel should know how to handle a 
convulsive generalized tomc-<lonic (grand mal) 
seizure calmly and tactfully, and should not 
keep the child from participating in regular 
school activities. The school psychologist may be 
asked for advice on the social management of 
these children^ especially if a seizure occurs in 
the classroom. Children referred bec^iuse of ver- 
bal or behavioral tics or faring spells 
(daydreaming) may need medkal evaluation for 
nonconvulsive absence (petit mal) seizure. 
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tion, is maximizing the "fit" among the child's strengths, educational 
tasks, and enviromnental characteristics so as to provide the best foun- 
dation for learning. 

Hindrances to Adjustment 

Attainment of this goal may be hindered by the general socdai beliefs 
and values regarding people with physical limitations that often 
underlie attitudinal and behavioral problems arising in the child, peers, 
and the adults who work with the child. The exaggerated stress on 
physical normality, rather than the ability to perform everyday tasks, 
as a standard produces devaluation of any person whose appearance 
is unusual. Further, it is assumed that the person with a phy^catlimita* 
tion feels inferior, mourns his or hex !oss, and is often frustrated, and 
that special achievements in any area result from "compensation" 
rather than normal interest* Most damaging of all is the tendency to 
see a person with one physical limitation as a "disabled person/' com- 
pletely different in all ways from a "normal person" (Bartel &c Guskin, 
1971). In fact, research in this area has found no dear evidence relating 
presence or degree of physical limitation to particular personality 
characteristics or to overall psychological adjustment (Lewandowski 
& Cruickshank, 1980). Physical disabilities do have profoimd effects 
on a person's life, but these vary widely and are related to premorbid 
personality characteristics rather than to th^ disability itself (Wright, 



The following disctission aims at clarifying the attitudes and 
behavioi " that are likely to be encountered in dealing with children 
who have physical or health impairments. Problems and possible inter- 
ventions are considered in relation to the child, peers, and adults work- 
ing with the child. 

Major Issues in Adjustment 

For the school-age child who has a physical limitation, the major issues 
concern social interactions, motivation to persist in educational and 
rehabilitation pn\grams, and the adjustment of the child's selfkoncept 
to the absctice of a body function. Motivating children who are in 
education and rehabilitation prc^ams is extremely important. Many 
times therapy involves difficult and painful exerdses, and often the 
child is tempted to stay with dependent adaptations worked out dur- 
ing early or acute phases of the problem. Wright (1960) has suggested 
a number of questions for professionals to ask themselves regarding 
this issue: 
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a. Can the task be recast so that it becomes part of an activity the child 
likes to do anyway? 

b. Is the child's overall experience in the rehabilitation session one of 
success or failure? 

c. Is there a place for extraneous incentives? 

d. What else is the child learning? 

e. Are background factors (time, place, or social conditions) optimal for 
learning? 

f. What are some of the basic attitudes the child has toward his/her 
disability and the rehabilitation procedures? 

g. Does the motivator feel friendly toward the child and the task? (pp. 
330-343) 

Careful consideration of these questions will enable the professional 
working with these children to optimize the fit among child, task, and 
environment. Successful experiences in the rehabilitation and in the 
school program will go a long way toward helping the child accept 
the disability and tF e adaptatiotte that must be made for it. Since peo- 
ple tend to accept others at the value they place on themselves, the 
child's self -acceptance will go a long way in promoting acceptance by 
others and integration into community life as well. 

Adjustment to Physkul Limitations 

If the disability is of recent origin, the child must adjust to a new 
physical state. For the child whose disabilities are congenital, the school 
experience may the first time differences are perceived as 
undesirable. This realization may initiate a period of shock, denial, and 
grief; the child may long for the more sheltered setting of home. The 
ultimate adjustment process involves several kinds of value changes. 
First, the scope of values is enlarged to include nonphysical 
characteristics as a basis for judging self-worth. Concomitantly, the 
physical being is subordinated in importance, and other characteristics 
such as personality, talents, courage, and intelligence are seen as more 
valuable. The effect of tliese changes is the containment of the handi- 
cap: The child realizes that a physical limitation need not prevent all 
activities, and begins to align his or her expectations of life-roles more 
closely with the reality of what can and cannot be done. Finally, there 
is a shift from comparative values to asset values: from ability relative 
to others to ability relative to the requirements of living. This then 
becomes a basis for self -assessment. The abilities and traits the child 
ha^i are seen as assets. Sometimes even the disability Itself may be 
viewed as a source of som(» valuable traits, and thus is valued (Wright, 
1960). 
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Sixial interactioTw and Adjustment of Self-Esteem 

The questions of values and acceptance are also at the root of the child's 
behavior within the sodal milieu. The child with a physical limitation 
has both minority/inferior status and salutory status: Nobody wants 
to be like the child, but people adntire his or her courage and coping. 
Curiosity and instrusive attempts at helpiiig are the most innocuous 
of the reactions such children may encounter. Pity, teasing, and taunt- 
ing are just as common. In some cases the natural coping behaviors 
may lead to sodal disapproval; an example is the orthopedically hand- 
icapped child's use of creeping or crawling for locomotion. The child's 
responses to the reactions of others may worsen a disturbed situation, 
defuse it, or even transform it to a constructive exchange. 

A child's reaction to sodal inddents depends largely on the percep- 
tion of self and the disability, and this depends on the process of ad- 
justment. Interventions with children who have physical limitations 
may indude counseling—alone or in groups— to help with the adjust- 
ment process, to strengthen the child's inner resoimres and self-esteem, 
and to "inoculate" against the negative effects of inddents that may 
ocaur. Small group discussions among children wiSx varying disabilities 
and with nonhandicapped peers may indude sharing of experiences, 
discussions of stories or plays involving social situations, rolepla)ring, 
and training in social skills* It ntay also be possible to arrange for real- 
life experiences with a disabled person who is well adjusted to his or 
her disability, or in groups of people who have similar, recent 
disabilities. 

Problems with peers include curiosity and discussion of the disabil- 
ity, unwanted help or sympathy, social isolation, ridicule, and taunt- 
ing. These problems arise from the sodal values and expectations 
discussed earlier, from ignorance or misinformation, and from the 
specific meaning to the perceiver of the disability and successful cop- 
ing with it. If the child v/ith a disability does not appear to moum the 
loss of function, the athlete (or bully) may perceive diminished value 
to his or her healthy body. The response may be taunting or ridicule 
in an attempt to establish agreement that the nonhandicapped child 
is superior. The visibility of a physical impairment facilitates invasion 
of privacy through staring or questions and insult through comments 
communicating devaluation of the person. Help may be rejected either 
because of sodal anxieties or in a realistic effort to adiieve self-reliance. 
The helper may be acting out of unwanted pity and k:iay not know 
what kind of help is needed or when. 

All too often spedal needs children experience soda! isolation out- 
side the classroom. A wheelchair-bound child may be an adequate 
playmate or friend in dass, but on the playground physical games and 
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activities frequently disallow participation by the student with physical 
limitations. At home, the student may have limited opportunities for 
casual neighborhowi friendships. Other families may hesitate to in- 
clude the physically limited child in birthday parties or other events 
because of their own fears or misunderstanding of physical handicaps. 
These exclusions, though sometimes innocently made, are poignant 
reminders to the child of the limitations imposed by the handicap or 
by other people. The school psychologist shoiild be aware of the poten- 
tial occurrence of this selective isolation. Recess may be particularly 
akixiety-producing for the child who may need some help in working 
through this anxiety. 

Facilitating Integration 

A child retuming to school after losing a limb or any other functional 
ability may elicit a myriad of feelings in others. As adults and peers 
resolve their feelings of pity, grief, distaste, and fears of their own mor- 
tality, the child may be left alone or rejected. The school psychologist 
may facilitate the reintegration of the child by promoting open com- 
munication and discussion of the child's disability within the classroom 
before and after the child reenters schoo'. The discussion should in- 
clude emphasis on the abilities and s'lrengths uf the child. 

Besides informal discussions led by the school psychologist, teacher, 
principal, or the affected child, there are many affective education pro- 
grams that may be used as vehicles for discussions. Child-oriented 
movies and books depicting the daily lives and feelings of people with 
physical limitations may be found through school or university libraries 
and media systems. These may be integrated with the teaching of 
reading or language skills so that discussion emerges naturally. 
Teachers should be encouraged to listen for the development of prob- 
lems between and among students and be aware of their own behavior 
in relation to the handicapped child and other students (Hanna & Graff, 
1977), The child with a disability wants to participate to his or her full 
ability, and generally wants to be treated like any other child. If the 
class misbehaves and brags about the fearsome punishment of the 
teacher, and the child with a disability is included among the group, 
the teacher does no service by exempting the child from appropriate 
punishment. Especially with younger children, whose past experiences 
make them particularly sensitive to differences, a focus by adults on 
the positive characteristics of the child with a disability will aid in eas- 
ing the child's entry into the social life of the class and the school. Fi- 
nally, taunting and ridicule should be discouraged as far as possible. 
While discussions and role-playing exercises may help by giving the 
able-bodied child an inside view of disability, breaking up teasing in- 
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cidents may also be necessary. Too often a chUd with a physical limita- 
tion learns to agree with the bully that he or she is pitiful, rather than 
learning to maintain self-esteem in adversity. Even a single attack may 
have lasring emotional effects. 

Adjustment of Others to the Child 

In essence, the school psychologist and other outsiders must go 
through the same adjustment process as the child. Acceptance and 
natural ease in adjusting tasks or situations to the child's abilities while 
maintaining reasonable expectations for performance and behavior are 
very difficult as long as the duld is judged comparatively. Professionals, 
too, may overprotect or isolate a child in response to their own 
unresolved feelings about disabilities. The tendencies to provide un- 
needed and unwanted help and to make special allowances for the 
child's behavior will be dysfunctional for the child in the long run. 
School psychologists may be able to assist teachers in resolving their 
feelings and in becoming aware of their assumptions about a child with 
physical or health probledts, but they will be mbst effective if they have 
examined these things in themselves as wen. 

Adjustment as a Process / 

School psychologists and teachers need be aware of the child's level 
of adjustment to the physical handle^ in order to make adequate 
assessments of ability to handle sodM and academic tasks. For the 
psychologist this problem is crucial, since the child's motivatton to suc- 
ceed on aptitude tests n.ay vary in different stages of adjusttnent. In 
turn, motivation can affect the validity of measurements used for educa- 
tional planning. It will be important for all who work with the child 
to remember that adjustment is a process involving changes in mood, 
activity level, and commitment over time. It may also be influenced 
by the age of the child. For instance, a child who appeared to have 
made a satisfactory adjustment during latenq^ may experience puberty 
as a crisis because of the importance of physique in establishing adult 
sexual identity and overlapping of *'adult" and "child," "normal" 
and "disabled" determinants of behainor. Finally, if the child has a 
progressive disease, continuing decline may be associated with 
cognitive, emotional, and motivational fluctuations. Periodic reevalua- 
tionj? mvst take these factors into account. 

Parent Counseling 

At all times we must remember that the parent is the key to the child's 
psychological adjustment to disability (Wright, 1960). Parent counsel- 
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ing is not always part of the school psychologist's job, but if parental 
attitudes appear to be the soiuxe of school problems and if there are 
no other ancillary personnel availably, then such counseling may be 
appropriate and necessary. The balance between an attitude of hope 
and acceptance of stark reality is important here, and requires sensitiv- 
ity on the part of the school psychologist. The parents, as well as the 
teachers who work with th^ child, should be made aware of the dif- 
ferences among and between overprotection, realistic dependence, and 
independence; they should be especially encoiuaged to seek a balance 
between the last two. 



EDUCATIONAL ISSUES 

Integrating a child with physical limitations into the regular classroom 
immediately raises concern about such issues as making architectural 
modifications such as wider aisles to allow free passage of a wheelchair, 
selecting a room with ready access to a bathroom, or providing special 
chair-desk combinations to provide better support, perhaps with straps 
to hold the child on the chair. There are many other considerations 
as well. Psychological reports and recommendations must be dear and 
useful particularly when the receiving teacher has had limited exper- 
ience'with physically- or health-limited children. School psychologists 
would be well advised to consider the situation from the teacher's 
perspective: What does the teacher need to know about the child, what 
teaching materials and methods should be used, to whon. can the 
teacher turn for guidance or in a crisis, and, of particular interest, how 
can the teacher assist in the assessment process? 



Architectural Modifications 

Assuming that the child can get inside the building (as mandated by 
■the Rehabilitation Act of 1973, Section 502), further modifications may 
be necessary within some classrooms: handrails to encpurage in- 
dependence and freedom to move around the room; higher desks to 
accommodate wheelchairs and crutc;hes; a cot or mattress for rest 
periods (leg braces are ^ety heavy and fatiguing). The list goes on: 
lowering blackboards that are too high to be reached by a child in a 
wheelchair to preferential seating to accommodate a reclining 
wheelchair or.facilitate exiting during fire drills and real emergencies. 
The special education teacher-consultant can be invaluable in sug- 
gesting and making these physical modifications (Bigge, 1976). 
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interdisciplinary Servic«>9 

The teacher (and school psychologist) may be unaware of the myriad 
medical disciplines often involved with physically and multiply hand- 
icapped children. Most children are involved with the usual health serv- 
pi^rsonnel of pediatrician, dentist, and sometimes a psychologist 
K I psychiatrist. Mullins (1979) raised the point that physically handi- 
«. ;^ped children may be involved wi^h any one of over 40 personnel, 
. anging from neurosurgeons, prosthetic dentists, and physical 
therapists to social workers and school psychoHogists. While the inter- 
disciplinary team approach provides the op{X)rtunity for professionals 
to discuss their concerns and integrate their recommendations, the 
leacher may still lean heavily on the school psychologist for advice and 
interpretation. The more seriously involved a chila's disabilities are, 
the more the teacher m.ay need -yiidance in teaching methods and the 
more restrictions may be put on time spent with the student in class. 
A child who requires daily naps and daily physical therapy sessions 
may have little real time left for academic classroom activities. 

In m£»ny ca^es, however, the child spends a gwd part of the day 
in the i . *=^sroom. It is for this reason that the teacher's observations 
c^in prov^ide valuable feedback to other support personnel; the teacher ' 
l ^xonies a member of the team by encouraging and challenging the 
child to use new skills prescribed by the therapists. The child's passive 
or artive parcicipatior. in activities can be influenced by the teacher's 
attitudes. The teacher may assist by inspecting the child's therapeutic 
equipment, or better yet, by periodically asking about the status of 
braces or crutches and thereby encouraging the child to check the 
equipment. Through daily interactions with the child, the teacher wUl 
be able to detect atypical appearance or behavior and bring it to the 
attention of other professional^ involved with the child. The teacher 
should not be made to feel solely responsible for observing and noting 
emotional or physical problems the child may be experiencmg, but 
should be sensitized to potential psychological and physical issues. 

Use of Task Analysis to Augment Assessment and Instruction 

Vhe assessment process can be augmented not only by the teacher's 
observations but also by the rncthod of teaching. The use of task 
analysis or diagnostic-prescriptive teaching enables the teacher to iden- 
tify what the child can and cannot do and then teach to the child's 
H'eaknesses by using the strengths (Bigge, 1976; Calhoun &l Hawisher, 
1979). Task analysis assumes that the reason a disabled person (or any 
other person) cannot accompli,>h a particular task is because of an in- 
jibility to accomplish one or more subparts of the task (Bigge, 1^)76). 
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Information derived trom task analyses can be used in formulating in- 
hir.4^tional objectives and goals. Defining target tasks and their sub- 
tasks is often an arbitrar>'' process; however, it may help to review the 
following questions when analyzing a task: 

1 . What task or tasks should be learned next? 

2. What parts of the target task are accomplished? 

2. What parts of the target task are not accomplished? 

4. What-ar all the probable steps necessary in order for a person to be 
able to accomplish the task of ' ? 

5. How should tasks be changed to accommodate persons with 
disabilities? 

6. Under what conditions and to what degree are tasks accomplished? 
(Bigge, 1976, p. 7) 

Diagnostic-prescriptive teaching ma^ use of the information derived 
from :ask analyses and other test results to ameliorate the effects of 
the child's weaknesses while capitalizing on strengths. 

in general there is no single teaching method appropriate for these 
chiiu-en. The physical or health limitations may or may not affeci 
cognitiv-e ability; the physically handicapped child may be gifted, learn- 
ing disabled, or mentally impaired, or present behavior disorders. The 
focus of the teacher should be on the learning style, not the physical 
handicap per se. 

Children who have physical limitations are heterogeneous in the 
nature of their educational needs. Modifying curriculum is rarely 
ne essar\% .^.Ithough some children may need to have one or more of 
the following areas emphasized in their individualized education 
program: 

Habits of planriin^^. Retracing one's route unnecessarily is too time and 
energy consuming for children and youth whose supply of those com- 
modities IS less than average. 

Ch win^t; the es^k^ntmh. Most pupils can carry along an additional Kiok 
juj;t in case it is found to be required later. Not so for pupils who need 
one or both hands to help with movement and who may already be carry- 
ing a heavy brace. 

Mobility training. All children have to learn how to travel with increas- 
ing independence. Special added instmction is required when only cer~ 
tain rimtes, buses, buiJdmgs, and streets are sufficiently barrier free to 
use and when weather changes pose extraordinary hazards. 

Health habits. Pers^mal health takes on special meaning when functionally 
limiting impairments already exist. For example. . .epileptic pupils who 
are liable to seizures or to brief blank periods must have instruction in 
the minagement of those incidents. 

Phy<iial Vi, satiori and recreatnm. Happily, physical educators. . . help 
pupils with physical and health impairments to acquire and maintain 
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superior levels of general fitness through individualized programs termed 
adaptive physical education. Special attention spotlights body alignment, 
posture, and the adjustments needed to facilitate participation in recrea- 
tional sports such as bowling, fishing, and golf. 

Handwriting. Some pupils with hand or coordination difficulties will at- 
tain competence in writing if templates and line guides are employed 
and if simpler and larger letters are substituted for those conventionally 
used. Others may have to bypass handwriting altogether, except for 
learning a signature, and do all their writing on standard or modjfied 
typeuTitcrs. 

Socialization and self development, Tliis part of the curriculum refers to what 
students learn in school about cooj>eration, respect for individual rights 
(both personal and property), consideration for others, their own 
strengths and weakr^sses, and the generally accepted values of the child 
and adult worlds in which they live. . . 

Other curricular areas. Vocal music may be extremely difficult for pupils 
with slowed speech and distorted articulation due to cerebral palsy. 
Studio arts may require adaptations in technique and media for pupUs 
without the use of hands and arms. Playing wind instruments may be 
too dangerous for pupils with weak arterial walls or asthma. Chemistry 
experiments may have to be adapted for youngsters still learning how 
to manipulate objects by means of prostheses. Wood or metalshop 
machinery may require added safety dexaces and special signs and fix- 
tures. Calculators may have to be supplied in mathematics classes. Rele- 
vant adjustments may need to be made in all other curricular com- 
ponents, too. (Reynolds & Birch, 1982, pp. 315-316) 

The school psychologist may become the one who orchestrates the 
child's programming dxirin^, schcK)! time. In an effort to meet the child's 
physical needs, it is important to remember that these children are not 
easily whisked to and fro and that they may tire quickly. Attempts 
should be made to schedule physical therapy sessions, for example, 
at the end or beginning of the day. The child should be allowed max- 
imum time in school for interaction with peers and the teacher. 

rhe mainstreaming of children with physical limitations or health 
impairments may be a fluctuating process, with the children having 
good or bad times, lasting for minutes, days, or weeks. Adaptability 
on the part of the teacher is an essential component of a good teacher- 
student relationship. When commuitication between home and school 
is maintained, early recognition of new stressors or changes in physical 
and educational performance will be ensured- It is paramount that the 
child should never be discounted as a valuable contributor in program- 
ming and implementation. 

THE ASSESSMENT PROCES i 

The heterogeneity of this gro ip of children precludes categorical 
statements about specific test in truments and procedures. The schcx^l 
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psychologist must be flexible and creative in approach, bearing in mind 
the purpose for evaluation and conducting the evaluation in a non- 
biased manner. The assessment process is highly individualized. Cross 
and Coin (1977) have suggested that a diagnostic battery for children 
with physical limitations should include at least four types of data 
collection: 

1. A stttictured or unstructured interview with parents, teacher, and, 
it appropriate, the child to obtain a detailed description of the child's 
current behavior {see Appendix D for a suggested format), 

2. A histor>' of the child's past disability and development, including 
a current report from the physician(s). 

3 Observations including how and where the child was observed as 
well as the frequency and duration of the observation. 

4 The use of standardized instruments. 

rhe .selection of test instruments should be based primarily on the 
reason for 'he evaluation. Extensive testing is not always in the best 
interest the child. Careful and sensitive administration of one or two 
tests may provide much more qualitative and quantitative infomation 
than a lengthy barrage of instruments. 

Once the purpose of the evaluation is clarified, the psychologist must 
determine the child's mode of communication, particularly if the child 
has no oral language. This may require observation as well as consulta- 
tion with the child's teacher, parents, speech and language pathologist, 
or physical therapist. With severely involved children, the school 
psychologist must find at least one consistent response pattern, that 
is, a movement that is distinguishable from all other movements and 
that can be made by the child upcm command Once this movement 
has been identified, the child can be taught signals for communica- 
ti(>n. For example, a glance upward may indicate "yes," a glance to 
the side mav mean "no," and a drop of the head may indicate "I don't 
know" (Allaire & Miller, 1983; Bigge, 1976; Silverman, 1980). 

Depending on the child's mode of communication and the purpose 
tor the evaluation, standardized tests may or may not require modifica- 
tions. The time needed to complete the test may exceed the strength 
or endurance capability of the child, so that the psychologist may have 
a limited amount of real working time with the child. As discussed 
in Chapter 1, caution should be exercised in modifying standardized 
tests, for a change in test administration affects the meaning of scores. 
Tests that rely heavily on physical responses are clearly unsuitable for 
children with severe motor involvement, although one should never 
underestimate the child's capabilities, some children are as deft with 
their prostheses as others are with natural limbs. Before making any 
modifications, the psychologist must be certain that .he proposed ad- 
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justments are necessary and warranted in order to assess a particular 
area of functioning or ability. When test results are reported, modifica- 
tions must be explained. In addition, the classroom implications of the 
child's performance on standard and modified tasks should be ron- 
sidered in reports. 

Criteriun-referenced tests can be of great assistance to teachers in 
their daily programming for children. The reliability and validity of 
these tests are evaluated on the basis of the ability of the test to indi- 
cate growth or progress within an individual rather than between in- 
dividuals- Content validity thus assumes great importance Some 
norm-referenced tests can be used as criterion-referenced tests, but such 
a step should only be taken after careful examiiiation of the instrument. 
Criterion-referenced instruments may be more beneficial for instruc- 
tional programming because they a^ually contain more items and often 
cover many developmental areas. Their weaknesses lie in three areas: 

L Some are designed for use with a specific group of children and 
when used with other groups of childien may not provide the type 
of information needed by the teacher. 

2, The items are often very specific, measuring splinter skills but fail- 
ing to yield a total picture of the child, 

3. The items tend to measure the acquisition of skills only, not the 
child's ability to generalize the use of a skill. (Bigge, 1976) 

In order to assess the development of living skills such as dressing, 
feeding, ambulation, and responsibility for personal hygiene, adap- 
tive behavior scales can be particularly useful. Adaptive behavior scales 
that are commonly employed for any child suspected of having a mental 
impairment are often valuab; struments for use with other special 
needs children. The scales provide a chronological age-rating for ac- 
quisition of certain skills and much practical information for educational 
programming (Bigge, 1976). 

No assessment of students with physical limitations or health im- 
pairments is complete without a current report from the physician(s). 
As mentioned earlier, these children may be involved with one or more 
medical disciplines as well as a variety of school personnel Often, 
physicians are unable to attend school meetings and will send their 
reports to the school nurse. Schoohstaff must be assertive in requesting 
specific information from physicians about the child's physical and 
health capabilities and limitations, particularly when the child has a 
progressive disease. Parents can be valuable aids in hastening the 
release of reports from physicans and in conveying information about 
school performance to physicians. 
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The school psychologist would be -.veil advised to become familiar 
with various support agencies in the community and ask to be put on 
their mailing lists (see Appendix F). Parents' opinions about the respon- 
siveness of agencies to the needs of families and handicapped children 
are also valuable sources of information. Often a new problem area 
is identified by the interdisciplinary team. It is essential to have a work- 
ing knowledge of community services as referrals for ancillary services. 

MULTIPLE IMPAIRME^TS 

Many of the physical impairments described in this chapter involve 
more than one disability. Other health complicahons are frequent, and 
sensory losses are associated with several of them, particularly men- 
tal retardation. In fact, multiple disabilities seem to be the rule rather 
than the exception, at least in disabilities not caused by trauma during 
childhood (such as amputations). Wolf and Anderson (1969) reported 
a number of studies indicating that 70 to 90% of handicapped children 
have two or more impairments. 

The major disability types may be groupe^i as (a) motoric problems, 
including paralysis, ataxia, uncontrolled movements, debilitating 
weakness, and deformity; (b) sensory losses, especially visual and hear- 
ing impairments; (c) the various other health impairments; and (d) 
menta^ retardation, usually moderate, severe, or profound. Many 
school disiricts define ''multiply impaired" as involving a aoss-group 
combination of motor, sensory, and cognitive (retardation) problems. 
The combinations that seem to have received the most attention are 
those involving two or more groups, probably since these childen can- 
not be handled in programs designed for a single type of disability. 

Incidence 

Illustrative of the issues related to multiple impairments is the work 
of Wolf and Anderson (1%9), who cited several studies showing a high 
rate "of hearing impairment among retarded children— 13 tu 49%, de- 
pending on the hearing loss criteria used. Conversely, they cited studies 
indicating a 10 to 12% prevalence of retardation among children in 
special schools for the deaf, and about 40% among deaf children with 
other disabilities. The varying criteria for hearing loss and for retarda- 
tion cast these results into some doubt, but there seems to be a signifi- 
cant group with such multiple disabilities. Often these children tend 
to have measured IQ's too high for placement in a special school or 
classes for mentally impaired students, yet do not flourish in regular 
classes for deaf students. Many teachers of mentally retarded children 
are not trained to teach deaf students, many teachers of deaf students 
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are not qualified to teach children who are retarded. Most of these 
children appear to be enrolled in residential institutions for either deaf 
or retarded students, but Wolf and Anderson (1%9) concluded that 
''without extensive changes in the present character ji educational 
services, many of these children will not achieve social competence" 



The combination of cjeafness and blindness is relatively rare, 
although it has been of concern to special educators for many years 
Wolf, 1%7). The National Study Committee on the Education of Deaf- 
Blind Children defines these children as those whose combination of 
handicaps prevents them from profiting satisfactorily from educational 
programs either for the hearing impaired or the visually impaired. 
Regional educational and rehabilitative programs make the selection 
of an appropriate eduritional placement more possible than has been 
true in the past (Dantona, 1976). 

Studies regarding the prevalence of speech impairments among 
blind children are few and inconsistent, with estimates ranging from 
67 to 49% requiring speech therapy. Studies of the blind-retarded 
group provide a rate of 7.9-42%. These children also are not adequately 
provided for in standard programs for blind retarded children, but more 
combined programs seem to exist for them than for deaf children (Wolf 
& Anderson, 1969). 

A major question in all of these studies, and one with which the 
school psychologist may become directly concerned, is whether the 
retardatic.i of children with sensory or physical impairments is 
organically based; is related to an impoverished or nonstimulating en- 
viroiunent, especially during the early years; is a product of the primary 
impairment; or is simply a function of the assessment instruments. The 
latter question was discussed in the assessment section of this chapter, 
but it is wise to keep the lack of adequately validated and standard- 
ized assessment instruments in mind when viewing these incidence 
figures. 

As for the children with mental retardation as a primary diagnosis. 
Wolf and Anderson estimated that ''one fourth to one halJf of all men- 
tally reUrded children cw also be considered multiply handicapped" 
(1969, p, 39). They summarized their research findings as follows: 

1 There is a lack of a theoretical concept concerning multiple dLjabilities; 

2. Confu3ion and lack of agreement on definitions, classifications, and 
terminology; 

3. Inadequacy of a rationale by investigators in assigning priority to a 
disabUity; 

4. Conflicting viewpoints concerning v/hich facilities are most /appropriate 
and the extent and avaUability of such facilities; 

5. Inconsistencies in reported incidence and prev silence; 



(p. 26). 
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6, Lack of a precise methodology for teaching children with multiple 
disabilities; 

7. The need for additional research on any or all of these findings, (pp- 
3940) 

Role of the School Fsydiologist 

Advances in medical science are saving many infants who in former 
years would have died. Many of these have one or more physical or 
mental impairments that contribute to later development^ problems 
having an impact on their education. These place increasing pressure 
on public schools to provide services for multiply handicapped children 
who formerly were placed in institutional settings or kept at home. 
For some severely handicap'^^^d pupils, the school psychologist may 
have limited involvement in the assessment and educational planning 
processes because of the severity of their impairments. However, the 
school psychologist should be familiar with the educational problems 
these children present and with alternate assessment strategies, such 
as those discussed in Chapter 3, which might be useful to the teacher 
and other members of the inteTdisciplinary team in arriving at deci- 
sions regarding educational placement and planning that will best meet 
the needs of the child. 

Many school districts have special facilities for the education of 
multihandicapped students, and the school psychologist may or may 
not be involved in their assessm^^nt. Most children with orthopedic 
or other health impairments of varying degrees of severity are likely 
to be in the regular public schools; and the school psychologist may 
be involved in educational evaluation and planning for these students. 
As adolescence approaches, the school psychologist may need to 
facilitate referrals to rehabilitation agencies. 

Definitions and eligibility requirements for special education pro- 
grams and services for this group of pupils vary from state to state 
within the federal guidelines. The school psychologist must be 
knowledgeable about federal and state regulations pertaining to evalua- 
tion procedures. Assessment must take into account the child's mode 
of communication, and instruments should be selected to reflect the 
child's aptitude or achievement as accurately as possible. An evalua- 
tion of the child's suspected disability is required. With physically and 
otherwise health impaired children, a physician's report is often inter- 
preted by the school nurse. The interdisciplinary team must include 
one or more specialists qualified to evaluate the suspected disability. 
School psychologists may be assigned to the team when it is necessary 
to evaluate intellectual and/or personality issues. No student should 
be determined eligible for special education services without consider- 
ing the influence of environmental, cultural, or economic factors. If 
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the disability can be attributed solely to any of these factors, then the 
student does not usually qualify for special education services. 

SUMMARY 

The heterogeneous characteristics and needs of children who have 
physical and health impairments require that the school psychologist 
work closely with other school personnel in the assessment process. 
The specific role played by the school psychologist as a member of the 
interdisciplinary team will vary from stat? to state and even within each 
state depending on the available resouives and related services. In some 
districts the school psychologist will be responsible for not only educa- 
tional and psychological assessment but also counseling with parents 
and pupils, consultation with teachers, and referral of children and/or 
parents to appropriate community and rehabilitation agencies. Thus 
the school psychologist must know the school and community 
resources. 

Many of the f hildren described in this chapter do not require special 
education prograirs and services. For these children the school 
psychologist may be requested to provide support services, counsel- 
ing, and refeiral when appropriate and to function as an advocate inter- 
preting the child's physical, social, and emotional needs to the regular 
cKissroom teachers. Childi^en who have multiple impairments will re- 
quire highly specialized programs and services that often must be sup- 
plemented with community resources in <^rder that they may receive 
an appropriate education. The school psychologist's role with these 
children will include counseling and referral, when appropriate, in 
addition to the assessment and educational planning roles. 
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CHAPTER 9 



Hearing Impairments 



Jody Harrison 



Children with auditory handicaps may have difficulty hearing in one 
or both ears or may virtually not hear at ail. Professionals and laymen 
have used a variety of terms to refer to these children: hard of hear- 
ing, deaf, deaf-mute, deafened, partially deaf, partially hearing, hear- 
ing impaired. The latter term is preferred at tlte present time. Whatever 
the label, these children have a sensory impairment which limits their 
world of experience and requires a shift or reorganization of experience 
and psychological processes. Within the educational setting, it is im- 
perative that the nature of the impact of the sensory impairment on 
learning and adjustment be ascertained for each child and that ap- 
propriate remedial procedures be facilitated. 

School psychologists have the knowledge and training to make 
helpful contributions in this area. Therefore, it is crucial that they be 
informed about the important issues and considerations of working 
with a hearing impaired child. Equally important for school 
psychologists is knowledge about the physioanatomical nature of the 
impairment so that they can use the information in conferring with 
paients, teachers, and other specialists who have some t^sponsibility 
for the education of the child. 

This chapter discusses the hearing impaired child in terms of 
psychological, educational, and assessment issues. It begins with, a 
broad overview of the process of hearing and definition and exposi- 
tion of the population. Methods for measuring hearing loss are sum- 
marized. Implications are then discussed in each of the following areas: 
development, assessment, and educational needs. 
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THE PROCESS OF HEARING 

A professional worker in the area of hearing impairments must have 
some knowledge of the sensory process itself. Many specialists work 
with the hearing impaired child. The otolaryngologist is concerned with 
the diseases causing deafness; the audiologist witji the 
psychophysiology and psychoacouslics of hearing; and the educator 
and psychologist with the effects of the hearing loss on learning and 
development. However, no professional can be concerned with only 
one aspect of the problem without severely limiting both understand- 
ing of the child and effectiveness in helping and planning for that child. 
An interdisciplinary team relationship is necessary for an effective 
educational progra.n. 

Content for the remainder of this section is summarized from Dale 
(1962) and Yost & Nielson (1977), 

Structure of the Ear 

The ear is divided into three parts: the outer ear, the middle ear, and 
the inner ear. The outer ear "collects" sounds from the environment. 
It is composed of the visible part of the ear (pinna) and the canal leading 
to the eardrum. Its actual functions are prote<:tion of the middle and 
inner ear, amplification of sound, and localization of sound. It collects 
and transmits acoustic energy in the fonr^ of air vibration to the mid- 
dle ear. 

The middle ear begins with the tympanic membrane, or eardrum, 
and also consists of the ossicular chain, which is three small bones: 
the malleus, the incus, and stapes. The middle ear is referred to as 
the conductive mechanism since its functiob is to conduct the sound 
vibration to the inner ear through the passage of mechanical vibrations 
from the eardrum, which vibrates when th^ air vibrations contact it, 
through the ossicular chain, to the inner ear. The middle ear also con- 
tains the opening of the Eustachian tube, cotmecting the ear and the 
nasopharynx Its purpose is to allow equalization of air pressure on 
both sides of the tympanic membrane. The s^tapes then delivers the 
mechanical sound vibrations to the irmer ear. 

The inner ear's function is to convert the mechanical energy into 
clectnxrhemical energy for transmission of thelsound via the nervous 
systen. The inner ear is in the temporal bone^ which provides max- 
imum protection. It consists of a series of tubular structures referred 
to as the labyrinth. The latter includes the semicircular canals and 
vestibular mechanism, which are crucial for the* sense of balance. The 
acoustic labyrinth includes the cochlea and thejbasilar memb/ane on 
which are sensory cells called the organ of Corti. The mechanical energy 
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from the middle ear causes the basilar membrane to bulge, which ac- 
tivates the cilia on the organ of Corti. The movement of the cilia con- 
stitutes the conversion of mechanical energy into nerve impulses. These 
impulses reach the brain through the Vlllth nerve. 

The Central Auditory Pathways 

Each ear is connected by nerve pathways to both cerebral^iemispheres. 
Both hemispheres are required for maximum effectiveness of audition, 
especially for some of the more complex sound discriminations such 
as foreground versus background and noise level versus speech. The 
nerve pathways lead to the temporal lobe or auditory cortex. Efficien- 
cies in the nerve pathways up to and including the cochlea result in 
peripheral deafness; deficiencies from the Vlllth nerve to the cortex 
result in central deafness. Central deafness is of significance 
psychologically because learning and developmental issues must con- 
sider both neurological and sensory deh-tit. It is also ^.^ossible th at the 
individual with central deafness will have normal hearing for reflex 
functions (i.e., have no sensory deficit) but not hee^ speech, since the 
Jpjion precludes the stimulus from reaching the cortex. 

In the Process of hearing, it is necessary to distinguish startle or in- 
voiuntat/ -e actions to sound from listening or voluntary behavior. 
Listening learned and is dependent on maturation. Thus, matura- 
tional aspf cts of auditory functioning must be taken into considera- 
tion in arrii^ing at a differential diagnosis, especially in young children. 

Fundamentals of Sound 

Sound waves are the disturbance of air caused by vibrating objects. 
Sounds are perceived as having three psychological dimensions: pitch, 
loudness, and timbre. Each of these dimensions has a physical cor- 
relate: frequency, intensity, and complexity. Frecjuency is defined as 
the number of times perisecond that the sound wave completes a full 
cycle (cps). Humans can respond to a range of 20 to 20,000 cps. 
However, the range that is essential for hearing speech is from 250 
to 4,000 cps. Higher frequency sounds are perceived as higher in pitch, 
lower frequencies as lower in pitch. Intensity refers ^o the magnitude 
or power of the sound, the amplitude of the sound waves. Intensity 
is measured in decibels (dB), whicl ire comparable to ''just noticeable 
differences" in sound intensity. Norma) speech falls between 50 and 
65 dB. Complexity refers to the mixture of frequencies, intensities, and 
rhythms contained within a single Isound stimulus. Complexity allows 
us to distinguish one perscr'*? ^^oici ' rom another and to make othe^ 
important discriminations 
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DEnNmON OF IHE POPULATION 

There are many variables to be considered in describing the hearing 
impaired child. Becatise of the multidimensional nature of the problem 
and the impUcations of each dimension for treatment arid education, 
it is necessary to consider all of the following variables for each in- 
dividual child in the assessment process and in planning an educa-* 
tion program: degree of los^. age at onset, causes, type of loss^ and 



Degree of Loss 

Hearing impairments . are typically measured with a pure tone 
audiometer and clas«fified on the basis of the results into deaf, which 
f is a loss greatei^ than 70 dB in the better ear, or hearing impaired, which 
is a significant loss up to 70 dB. Such classification does not take into 
consideration other variables related to hearings such as ability to 
du?€riminate various sounds. Terms such as mild, moderate, severe, and 
profound are now used more often (Sanders, 1980). A profound loss 
means that the child must be educated in sensory modalities other than 
hearing; a mild loss means the child can usually be educated in a regular 
prc%wm with some amplification and/or special help in speech and 
language; moderate and severe are intermediate stages between mild 
and profound. 

Frisina (quoted in Kirk & Gallagher, 1983) defined a deaf person 
as ''one whose hearing is disabled to an extent. . . that precludes the 
understanding of speech through the ear alone, without or with a hew- 
ing aid" (p, 232), Typically this includes a loss of 70 dB or greater. Per- 
sons who are deaf include those who are congenitally deaf, that is, 
bom deaf (prelingual deafness) and those who are adventitiously deaf, 
that is bom with normal hearing but whose hearing has become non- 
functional later through illness or accident (postlingual deafness). 

A person classified as hard of hearing is ''one whose hearing is 
disabled to an extent. . . that makes difficult, but does not preclude 
the understanding of speech through the ear alone, without or with 
a hearing aid/' (Kirk & Gallagher, 1983, p. 232). Typically this includes 
a loss in the better ear from 35 to 69 dB. 

Davis and Silverman (1978) have suggested the following classifica- 
tions: mild (27-40 dB), moderate (41-55 dB), moderately severe (56-70 
dB), severe (71-90 dB), and profound (91 + dB). It should be noted that 
how well the child is able to use the remaining hearing is more critical 
for the educational program than the actual dB loss. 

Age at Onset 

The differentiation of congenital deafness and adventitious deafness 
refers to the time of the onset of sensory deprivation. This distinction 
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can be further differentiated in terms of whesi, developmentaUy, the 
adventitious deafness occiured. The educational and developmental 
implications of this distinctk)n are obvious: the child who becon^ deaf 
later in life has most probably squired language, speech, and general 
communication facility, whereas the child who is deaf at birth or soon 
after might manifest severe language and communication difficulties 
and present a greater challenge in educational programming (Sanders, 
1980). 

Causes , 

The etiology of the hearing impairment has implications for subsequent 
medical treatment, psychological effecte, and assessment issues. Cer- 
tain etiologies, for example, rubella during the first trimester of 
pregnancy, may indicate possible multiple impairments that have 
educational and diagnostic significaiice but may not be immediately 
and outwardly apparent* Furthermore, relationships exist between the 
type of hearing loss and the cause. For example, chronic otitis media, 
an infection in the middle eai*, may result in a conductive hearing loss. 
Therefore, knowledge of etiology allows inferences to be made con- 
cerning type of hearing loss. It is important to note that much of the 
etiological diagnosis is made by inference hx)m the medical and fam- 
Uy history. 

Some hearing defects are predetermined by the genetic structiu«: 
abnormalities of the external auditory canal, deformed or absent struc- 
ture of the middle ear, or arrested develoftment df the neural 
mechanism of the inner ear. Others are due to a maternal infection 
or a toxic condition during pregnancy that may also influence the form- 
ing auditory structme. The rubella epidemic of 1964-1965, for exam- 
ple, caused deafness in an estimated 8,000 children (Kirk & Gallagher, 
1983). 

Hearing defects quired at birth may result from tratmiatic delivery 
experiences, a prolonged lack of oxygen, or mother-child blood incom- 
patibilities. Postnatal diseases and aoridente account for a large percen- 
tage of hearing losses. These include meningitis; otitis ntedia; and in- 
fected adenoids, tonsils, or sinuses. As medical treatment improves, 
the risks of the frequency and severity d hearing losses from childhood 
diseases decrease. HoWever, medkal advances in neonatology con- 
tribute to an increase in auditory impairments related to prematurity. 
Concussions, prolonged exposure to high-frequency sounds, cerebral 
hemorrhage, and Intracranial ttmiors may all cause temporary or per- 
roanent loss of hearing also (Quigley & Kretschmer, 1982). 

Types of Hearing Loss 

Hearing impairments are mainly of two forms: conductive losses and 
sensorineural losses* A conductive hearing loss results from a deficiency 
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of function in the middle and/or outer ear, the v-onductive mechanism, 
so that the intensity of t ie soimd reaching the inner ear and auditory 
nerve is reduced* A conductive loss seldom causes a hearing impair- 
ment greater than 60 to 70 dB since there will still be bone conduction 
of vibrations to the inner ear. Therefore, children with this type of loss 
generally fall in the category of mild to moderate hearing loss (Kirk 
& Galla^er, 1^). A sexxsorineural or perceptive hearing loss is caused 
by defects of the inner ear or auditory nerve. It may be partial or com- 
plete and may affect frequencies differentially. Generally, there is a 
greater loss at higher frequencies. Since the effect is In the nerve or 
inner ear, bone conduction does not improve hearing (Kirk & 
GaUagher, 1983). 

Conductive losses are frequently corrected by wearing a hearing aid 
that amplifies all sounds. Sensorineural losses, however, present a 
trickier problem, since it is the discrintination of sounds, not merely 
the intensity of sounds, that is affected. For example, consonants are 
a blend cf f quendes. As higher frequencies escape detection, the 
sounds become less dear, analogous to a slow-playing record. Vowels, 
on the other hand, are low-frequency, and therefore discrimination 
among vowel sounds may be possible for the child who has sen- 
sorineural loss. 

METHODS FOR MEASURING HEARING LOSS 
Formal Methods 

Formal tests of hearing are generally administered by the audiplogist 
using an audiometer, a pure tone measure of hearing that usually 
ranges from a frequency of 125 up to 8,000, or one octave above and 
below the speech range, and from threshold audfljility to 100 dB. An 
audiogram is plotted separately for each ear with plotting frequency 
shown as a function of the dedbel threshold for detectability. A con- 
ductive hearing loss will generally approximate a flat loss in the 
jaudiogram, that is, equal loss across frequence. Sensorineural losses 
/generally show a descending audiogram, that is, greater loss at higher 
' frequencies. Figures 9-1 and ^2 show representative audiograms for 
each of these two types of hearing loss (Kirk 4c Gallagher, 1983, pp. 
237-238). The frequencies between the dotted vertkal lines indicate the 
range important for speech. 

The audiometer can be used for both air conduction and bone con- 
duction testing. In the former, the headset is placed over the ears; in 
the latter, the headset is placed over the mastoid process behind the 
ears. Bone conduction testing makes it possible to compare the 
responses of the middle and inner ear. When a loss is indkated by 
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air conduction but not by bone conduction, a middle and/or outer ear 
defect is assumed. When a loss is indicated by both bone conduction 
and air conduction equally, it is assumed the lesion is in the inner ear. 
When bone conduction reveals better hearing than air conductio* vbut 
does not re^dli normal, both middle and inner ear factors are assumed. 

Routine audiometric procedures are inappropriate for use with in- 
fants or young children. Although they will not be discussed here, 
audiology clinics can use such techniques as electiodermal procedures, 
EEG audiometry, and operant conditioning audiometry (Butterfield, 
1982; Rapin St Ruben, 1982). 
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In addition to pure tone testing, it is advisable tq gather informa- 
tion on i speech test of hearing. Such tests typically use consonant- 
vowel-consonant syllables and paired vowd discrimination. The results 
from these tests have practical impiications in the classroom and in 
special auditory training (Egan, 1948; Fry, 1939; Hudgins, Hawkind, 
Karlin, & Stevens, 1947). These tests are usually administered by a 
speech, hearing, and language pathologist (see Chapter 11). 
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Infonnai Methods 



Often hearing loss is detected by infonnal means. For clinical purposes, 
the school psychologist may wish to accimnilate a variety of informal 
meastires. This information can then be used in forming recommen- 
dations for the classroom teacher concerning the range of ^tuations 
in which residual hearing is or is not useful for ^e child. Informal tech- 
niques are limited only by the needs and imagination of the 
psychologist, Suggrated techniques include the following: conversa- 
tion at 20 feet, whisper tests, watch tick tests, response to music^ 
responses to voices out of line of vision, response to environmental 
sounds. In addition, innervations of behavior and careful note of speech 
patterns, distortions, and omissions and of language patterns can pro- 
vide clues and other information (Reynolds & Birch, 19S2). For exam- 
ple, possible behaviors include turning the head to catch sounds,, more 
than normal t)se of the hands to communicate, difBculty in balance, 
lack of attention, dif&oilty following directions, irrelevant answers, re- 
quests for repetition of instructions or questions, complaints of head 
noises or earaches, and restlessness. Possible speech and language 
observations include defective speech, loud or soft voice, lack of in- 
tonation and resonance, dropped consonants, and dropped preposi- 
tions or connecting words. 



The principal question considered here is whether or not deafness in- 
fluences mental de> elopment. The relatk)nship is a complex one (Furth, 
1966, 1973; Qui^ey & Kretschmer, 1982; Ruben & Rapin, 1982). In some 
instahces, the factor that causes the deafness may also have caused 
brain damage and/or mental impafrment. However, since the bask in- 
struments for measuring intellectual capacity are langtiage-based or 
language-i^ediated, the relationship becomes less dear in many in- 
stances in whkii lai^iiage devebpmem is obvimi^ 
ing loss alone. However, it also seems obvious diat there must be some 
significant auditory experience Involved in die growth of intellectual 
processes even wiUu>ut the language issue. Therafore, the hearing im- 
paired child may be functionatty mentally impaired* Considerations 
of intelHgence testhig will be discussed uncter asse 
in this dhapter and will, therefore, not be given full treatment here. 
However, the studies to date seem to indicate that a hearing loss has 
a selective effect on intellectual abilities, but a generaUz&d e^ect is not 
suggested (Sanders, 1980). For example, tasks of a verbal-symbolic 
nattire may be affected* while nonverbal tasks of cognition may not be 
afiected* 
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Emotional Development 

In the psychology oi deafness, the problem is not limited to the ef- 
fects of communication and Imiguage difficxUties. Infants with hear- 
ing losses do not hear the "cooing" of their mother, their own bab- 
bling, or the laughter and crying of others. They do not hear intona- 
tions and implied meanings in lumnal conversation that transmit biases 
and taboos that characterize society. Furthermore, they do not have 
access to the usual identification process that is related to language 
acquisition and audition. Sounds that enhance interpersonal relation- 
ships and feedback regarding the self are restricted (Sanders, 1980). 

.What is the effect of these limitations in experience on emotional 
development? The deaf child shares many of the experiences of an in- 
stitutionalized infant: isolation, lack of stimulation (or impoverished 
stimulation), and lack of integration between parent and child. Isola- 
tion is perhaps the most important factor. The deaf child is deprived 
of the monitoring function of hearing. A fundamental criterion for 
maintaining emotional stability is being able to compare one's think- 
ing fnd feeling with others. The deaf child is faced with the difficulty 
of monitoring his or her own feelings, attitudes, and ideas in a *cially 
restricted context. The individual is natural'y more isolated by peers, 
with the possible effect of becoming more detached, preferring to be 
alone. Social relationships with hearing children are difficult to sus- 
tain. The extreme response is a drift toward autistic-like behavior. Isola- 
tion is perpetuated by seemingly trivial and meaningless things such 
as the difficulty of keeping the hearing impaired child informed of daily 
occurrences. Fmthermore, paraunoid reactions may develop, since the 
hearing impaired child has limited checks on the content and intent 
of behaviors of others. It is little wonder, therefore, that hearing im- 
paired children face greater problems than their normal peers in social 
and emotional develop* 'ent (Myklebust, 1964; Quigley & Kretschmer, 
1982; Ruben & Rapin, .S2', Sanders,' 1980). 

Motor Development 

The relationship between hearing loss and motor functi'^ning involves 
the obvious association of defects in the inner ear ai?d motor dise- 
quilibrium. This association is caused by a concomitant hnpairment 
of the semicircular canals. For example, in cases of severe loss, there 
may be a change in visual-motor organization and behavior, since the 
child experiences an altered perceptual organization. There also may 
be an effect upon reaction ^e, since one very important channel for 
processing stimuli is restricted. This has some implkations for testing. 
Since the concept of speed is altered for the hearing impaired child, 
timed tests may not be appropriate. Profoundly deaf children may be 
observed to shuffle their feet as they waBt, ostensibly because they have 
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not learned, through sound feedback, to pick up their feet. The child 
who has hearing loss early in life may also experience laterality prob- 
lems, possibly due to central nervous system involvement (see Ruben 
& Rapiri, 1982; Sanders, 1980). 

Social Maturity 

Social maturity refers to the ability to c^re for one's self and assist others 
(Quigley & Kretechmer, 1982). Scales measuring sodal maturity usually 
include items of self-help, self-direction, locomotion, communication, 
and sodal relations. Quigley and Kretschmer (1982) have suggested 
that the lower level of sodal matiuity iii deaf children may be related 
to variables of age, quality of parent-child commimication, and educa- 
tional setting, Furlh (1973) has conduded, however, that by adulthood, 
those differences tend to disappear for mosf deaf persons* 

Sanders (1980) has suggested that dependency defines a handicap. 
For the child with a hearing impairment the lack of the usual avenues 
of communication causes the child to become more dependent on 
parents and teachers than the child with hearing. The challenge for 
educators ^and school psychologists becomes the extent to which the 
child can be taught the skills necessary to alleviate dependency. It can 
be asstmted that the question of social mattuity is bound up in the 
issues of altered perceptual processes, altered memory, and altered 
ego devebpment. If, in ^Klditton to language development, th^ three 
areas cmh be given psychological'and educational Support, it is likely 
that there will be a concomitant increase in social maturity . 

Language Development < 

The hearing impaired child is limited in both the receptive and ex- 
pressive^as of speech and language. First, the child has limited chan- 
nels for relatiitg words to experiences, and second, the child has limited 
speech skills for relating experiences to others. Because of the limita- 
tions in input and output and the mere fact of leS3 frequent exposure 
to and experience of speedi and langiiage/ the hearing impaired child 
does not acquire meaiSngs, symbols, and concepts as qukldy or in the 
same ways as a hearing child. It is difficult for the hearing impaired 
child to acquire the meaning to be associated with a word. Further- 
more, there is a relationship between die spoken word and the writ- 
ten word; that is, language acquisition is a prerequisite to reading and 
reading comprehension. This fact often places tfte hearing impaired 
child at a distinct academic disadvantage^ Language may need to be 
acquired through visual or tactile-kinestihetic channels. The methods 
for using these channels are speechreading/ manual communication, 
and a combination of the two. However, all of these methods are in- 



, 200 



190 The School PsycHoloiisi and Ihe ExcqfHoful Child 



ifetior to hearing; each has advantages and disadvantages (see Quigley 
& Kretschmer, 1982; Sanders, 1V80). 

IMPUCATIONS FOR ASSESSMENT 



Conuminication Skills 

Routine psychological batteries may not be appropriate for hearing im- 
paired children because of the possible communication difficulties. 
Three ramificatiojis of the commimication problem are salient in suhje- 
quent assessment procedures and finding^. First, if the child depends 
primarily on speechreading (lipreading) tc comprehend others' speech, 
comprehension will be impnedse at best and fatigue will set in quickly. 
Second, the child's own speech may show distortk)ns in pronuiida- 
.tion, pitch, or volume and thus be unintelli^Ie to the untrained ear 
of the school psychologist. Third, the level of language development 
may itself affect assessment finding. The deaf child usually begins 
school with less undewtanding of Er^ish syntax than tiie average hear- 
ing first grader. 

It is important for the school psychologist to have prior information 
regarding the child's commuWcation abilities and disabilities. Is the 
child primarily oral or manual? Docs the child speechread? Is speech 
intelligible? What is t^e comprehension level? These questions may 
be referred to the audiologist, speech and language pathologist, 
classroom teacher, or other professional who has had contact viith the 
child. In addition, the psydjologist should collect anecdotal material 
from interviewing the child and from classroom observatkms. Sentenw 
completk>ns and other educational tests can be used to assess flw child's 
ability to read and write. The intelligibility and pleasantness of the 
child's speech should be noied. The extent to whkh the child is able 
to understand conversatton on a one-t9K)ne basis, the relative reliaiKe 
on visual cues versus residual hearing, and the ability to communkate 
in groups should all be observed and- noted, additkm, if the child 
communicates manually^ fingerspelling and/or-signing^uld be ad- 
dressed to determine the child'? fluency. The audk}k)g;i8t and speech 
and language pathotegist are the most apjfropriate authoritks in the 
area of communication; however, the school psychologist can and 
should function as a lay (rfjserver to provide »iditk>nal information 
about the child's functioning. 

1 

Collection of Additional Infonnalion 

The findings of the audiologist and speech and language pathologist 
are crucial to a meaningful evaluatkm of a hearing impaired chiW. In 
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addition, reports of physkd examiiutions and nodical, history pro- 
vide useful information about etiology and possible delated impairments 
and conditions. A complete sodal case history is necessary in light of 
the fact that psychological assessment may not be accurate. Therefore, 
background information supplements obtained knowledge about 
abilities, perforiiarKe, and adikvements. A parent interview is of value 
in gaining insight into the child's acceptance of the handicap and the 
parents' attitudes toward the diild. Classroom observations are essen- 
tial. These procedures are described in Chapters 2 and 3. 

Rapport 

Rapport should be established in a manner natural to the school 
psychologist. In general, in communicating with hearing impaired 
children, the psychologist should maintain and use eye contact; always 
sit facing the child, with face toward the light and the child's view of 
it clear; work on a level with the child; articulate carefully; speak irt 
a normal tone and at a normal speed; use short simple sentences; and 
do not exp<^ the child to im:*:retand everything that is said. 

When to Use Regular Psychological Proeeduret 

The determining factor for selection of evaluation utstruments is the 
extent of the communication impairment. Children with a hearing k>ss 
of less than 15 dB may have little or no impairment of communication 
skills and should, therefore, be given the same set of standard 
psychological instruments and interviews as thc^ used with the hear- 
ing child if these are needed. 

In general, those with a loss of^ dB or moije may have a com- 
munication impairm^at serious enough to warrant special procedures 
devised for children who have hearing losses. CMdrenin the middle 
group, 20 to 70 dB loss, need to be carefully assessed ^ communica- 
tion skills. If there is a severe communication problem^ special pro- 
cedures should be used. If, however, communication skills appear to 
be good, conventional instruments may be tzsed^ pohaps with some 
modifications. If there, is sonje question, parts of both types of evalu a- 
tion can be administered. Large discrepancies between scores on ver- 
bal compared to nonverbal tafi^ suggest that a significant communica- 
tion impairment may exist and that the chfld should be evaluated on 
the basis of specially devised procedures. If the hearing loss occurred 
after age 3^^, or when scores on the spedal psychological tests for the 
profoundly deaf are exceptionally hi^, the regular evaluatk>n for the 
hearing child should also be given for comparative purposes. 
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Considerations in Intelligence Testing 

Most assessment procedutes include some measures of inteileclual 
functioning. It should be emphasize4 that such tests should not be the ' 
sole focus of the assessment but rather should be only one part. The 
following points are relevant for use of such instruments. . 

1. Verbal tests of intelligence may measure the language deficiency 
due to hearing loss, rather than intelligence, but they can be used 
by school psychologists to determine what the c^ld is able to pick 

up through the auditory sense (Syllivan & Vernon, 1979). In general, * 
for a valid measure of intelligence, a'nonverbal/performance type 
of instrument should be used. However, care must be taken in the 
selection of such instruments to avoid nonverbal t^ts that have ver- 
bal directions. The psychologist must also exeijdse care in determin- 
ing the appropriateness of verbal tests with children who have less 
severe hearing losses. These children may give the impression of 
understanding the verbal tasks when in fact they do not. It is often 
advisable in this case to begin with a performance measure and then, 
if indicated, administer a verbal measure using gestures to supple- 
ment the verbal instructions (Rogers & Soper, 1982). If the former 
indicates higher ability, it is probably a more valid measure of 
/ intelligence. 

2. Intelligence testing of preschool and early-school:age hearing im- 
paired children should be held suspect. Nonveibal tests that employ 
nonlanguage tasks and informal assessment procedures are sug- 
gested at these ages (Rogers & Soper, 1982). 

3. It is more likely that a low IQ is an underesthnation of ability than 
that a high one is an overestimation of .abilit;y^ This probability 
should be included in the consideration of final test scores and in 
the preparation of reports and recommendations (Quigley & 
Kretschmer, 1982). 

4. Tests that are administered by a school psychologist who is not ex- 
perienced with hearing impaired children are hi^y susceptible to 
error. The hearing impaired child may have an atypical attention 
set that becomes reflected in lower scores ^d that may go uimo- 
ticed or be wrongly interpreted by the inexperienced school 
psychologist (Vernon, 1974). 

5. The performance part of many conventional hitelligence tests is only 
half or less of the total test. Therefore, it is advisable to give more 
than one performance scale so as to improve validity (Rogers & 
Soper, 1982). 

6. Intelligence tests that emphasize time are not usually appropriate 
for hearing impaired children, since many of these children have 
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an altered perception or understanding of speech and a lowered 
rate of absorbing instruction (Rogers & Soper, 1982). 

7. Group testing should be used on^y as a gross screening device, 
especially with hearing impaired dhildren (Vernon, 1974). 

Evaluations of some selected intelligence tests for use with hearing 
impaired children are included in Table 9-1 • 



TABLE ^1 

Ev4]uJtlon of InteUigtRCt TtfU Ufcd With Hearing Impaired Chlldreis 



Test 



Appropriate Age 
Range 0>vered 6y 
the Te$t 



Evaluation of the Test 



Wechfiler Performance 
Scale for Children from 
Wedisler InteUlgeiwe 
Scale for Children— 
Revised 



Wechsler Adult 
Intelligenre Scale- 
Revised 

Wechsler Preschool and 
Primary Scale of 
Intelligence Performance 
subtests 



Leiter International 
Performance Scale 



9-1^ years 



16-70 years 



3>TS, 

6 yrs, 



11 months- 
8 months 



4-12 ysars (also 
suitable for older 
mentally retarded 
deaf subjects) 



The Wechsler Performance Scale fcMT Children 
is at present the best te^ for deaf diildxvn 
agos 9-16. h yields a relatively valid IQ score, 
and ottets of^wtimities for qualitative inter- 
pretations ctf factum such as to*^ injtiry or 
emc^imal di^uibances. It has good interest 
appeal and is relatively easy to administer and 
re&sonabte in ccNit. 

The rating of tt»Wechskr Performance Scale 
for AduSi ii the same as the rating on 
the Wechsler Pcrfcraunce Scale fw children. 

Thl^ scale i£ not as good for use with deaf 
and hard ot hearing children as the other 
Wechsler Scales, mure Completlort and 
Mazes are difficult to explain nonverbatly. 
Other ^>eif<mumce subtest! are excellent. 
Standardization setms a little high. 
This test hcs good interest appeal. It can be 
used to evalitate relatively distufbed deaf 
children who could not otherwise be tested. 
This test is exoemdve and laddng sc^newhat 
in validation . In general, howe^, it ia an ex- 
cellent »tst for young deaf children. Timing is 
a minor £act^ in this One disadvantage 
is in the inttrpcvtalibn of the IQ scsom becatUMf 
the mean of die test is 95 and tfie standard 
deviation is 20. This means that the;absotute 
nOTmal score on this test is 95 instead of 100 
as on oUicr InttUigence testa^ For example, 
seems of 60, ther^ore, do not indicate men- 
tal deficiency but correspond more to about 
a 70 on a test stich u the WediSiIer or Binet. 
Gre^ care mu^ be taken in interpreting Leiter 
IQ scores for these reasons. 
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TABLE 9-1 (Ccmtiaocd) 
Evaluatiim of b^tUigcocc Titlt Ui#d WlOi HtAiias fanpainid ChUdicii 



Test 



ApjmpriiUe Age 
Range Cm^ered tj 
thi lest 



Ewlmtkm of the Te&t 



Raven's Progressive 
Matrices 



9 yrs-adultbood 



Chicago Non-Verbal 
Examination 



Arthur Point Scale ot 
Performance Tests; 



7A1 years 
4.5-15.5 years 



Merrill-Palmer Scale 

) 



Goodenough 
Draw-A-Man 



2-4 years 



8.5-11 years 



Yineland Adaptive ^ 1-25 years 
Behavior Scale 



Raven's Progretsive Matrices is good itf a 
second te^ to sabstantia^ ano^ mocv GOQ^- 
{mhensive inteUigoioe test. The advantage of 
the Matrices is that it iaextwmdy easy tp ad- 
miniit^ and scoM. taking itiat^vely little ^ 
examiner's time and Is very inexpensive. It 
yields -invalid test scores cm impulsive deaf 
childrm^ who tend to respond randomly 
rather than with accuracy and care. For this 
Rf ason^ the »aminer should otiseive the diild 
carefully to.asauit ^t he is really trying. 

This test rates fair if ^ven as an individual 
test; very poor, if given as a group t^. The 
scoring is tedkHis and rellabil^ is rather low. 

This is a test that is poor to fair due to the fact 
that timing is heavily emphasized, mmns are 
not adequate, and directions asv somewhat 
unsatisfactory. This test is especially un- 
satisfactofv for emotionaUy distusM d^ildivn 
who are also deaf. With this type sul^ this 
test will sometimei yi«ki a scoie indicating ex- 
time retardatim when ^ difSDiIty is actual- 
ly one of maLi4)uiti»ent. It \k ako ^oot for 
young deaf children who are of bdow average 
intelligence because they often respond ran- 
domly instead of ratimally. 

The Merriil-Palmer is a fair test ^ young deaf 
children, but it must be adapted in order to 
be used and would requu« a skilled examiner 
with a thmmgh kru3wledge of deaf children. 

Dtivctions are vety diffkiilt to give to young 
children in a itandirdized manner. Scctiog is 
less objective than would be desii«d, so this 
test is relatively unreliable. It does, however, 
have some projective value in terms of per- 
sonality assessment. 

This is a questionable test for denf and hard of 
hearing children generally, but can be uied ^ 
extmmly dtfficuU-to-test emotionally dis- 
turbed ^^'oungsters. It is given by asking the 
p«xefitsqueittans OR the devik)pfmm ol their 
chikl. Tne norina of this test have to be 
a^ iapted for the hard of hearing because many 
of the questkms tnvohre items such as onset 
ol speedv l«g^ <tf Mtenccs. vocabulary, etc. 
This te$t is incxpenahfe and can be ghren to 
otherwise untestaHe chfldren. 
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Screening for Brain Injury ^ ^-.^ , 

Because of the high incidence of brain injury among hearing in^aired 
children^ it is often appropriate to use screiening procedures for brain 
damage or central nervpus system invoivemen|. If the etiology of the 
hearii^ impairment indicates the possibiUty of to 
are specific learning difficulties that are not attributed to the hearing 
loss, the child shoiiJd be rdened for a complete neurological assess- 
ment. The suggested tests and items horn tests useful as screening 
devices for brain injury that are included in Table 9-1 are discussed 
in greater detail in Vernon (1974) and Sullivan and Vemon (1979). 

Modification in Administration 

Whether administering a cojnventional test or one specifically devised 
for use with hearing impaired children, th^ a^e certain basic con- 
siderations in administration th^ the schocd psydu^ogist sHoidd know. 
These include: 

1. Hearing impaired children seek visual cutt as feedbsdk on their per- 
formance and whether they have done well or not. Therefore, the 
school psychologist shoiild be aware ctf his or ha gip^iwes 
expressions. Even a smile might encoiirage the continuation of 
wrong responses if it occurs at an inappropriate time. Testing hear- 
ing impaired chikixen requires a sen^vity to even sli^tmovemm 
and possible cues of bdiavior and expression. 

2. All children need appropriate lighting and seating during testing. 
However, these features axe particularty important for hearing im« 
paired children. They should sitjdirecdy across ^om tite exabiiner 
with a well lighted work area. The ^xm^ner should not have his 
or her face or hands in shadow nor in the ^are of sunlight nor with 
back to the light. 

3. For children who are not proficient in speechreading or who do not 
have adequate residual hearing for oral instruction^ ^nlmate 
methods of giving instructtons must be considered. Pantomime in^ 
structions may be used to supplement oral instructions* A sixnple 
demonstration of the demands of the task generally give the chQd 
a clearer understanding of expectations but may indicate the answer 
to a scorable item or be inapfmptiate at certain comple)dty levels 
where the test does not provide a sample item. To get around these 
difficulties the school psychologist can administer some of his or 
her own sample items by demonstration instead of beginning wiA 
the test items themselves. For the child who can rea^ and ^ows 
adequate reading comprehenston, ^ instructions maV be provided 
in a written form. Instructions may be given in sign language or 
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fingerspelled if the duld can communicate manually and if the ex- 
aminer is fairly fluent in manual communication. School 
psychologists ass. sted lo assess hearing impaired children and 
others with limited verbal language, such as trainable mentally 
retarded pupils, are advised to aojuire sufficient skills in manual 
commuiucation to enable them to wdrk more effectively with these 
groups. 

4. Certain items may have to be changed in some way to be appropri^ite 
to the experience of hearing impaired children. Pot example, an item 
that asks children what they should do if they hear a fire alarm 
should be deleted or altered to fit their world of experience. With 
the increased availability of flashing lights in conjimction with fire 
alarms, the school psychologist may wish to re-word the statement 
first to accommodate this variation. 

Since the schcsol psychologist will frequently use tlve Wechsler Per- 
formance Scales for assessing hearing impaired children, specific-con- 
siderations for the admiiustration of each of the subtests on the WISC-F 
are discussed here (Glasser k Zimmerman, 1%7; Sattler, 1974). 

1. Picture completion. The examiner can show pendl drawings of a face, 
each with a different part missing. The missing pan on the first 
drawing can be drawn in for the child; on subsequent drawings, 
the child can draw it in for him or herself. When it is certain that 
the child understands the demands of the task, the school 
psychologist can proceed with the test materials, giving the child 
a dry paintbrush to indicate the missing part. Alternately, the school 
psychologist can show three trial items of paired pictures, one with 
a part missing, the other with the detail filled in, dearly indicating 
the missing part in each pair. The goal is to determine whether the 
child understands the instructions before beginning the task. 

2. Picture arrangement. The child can be presented with a series of 
numbers, a series of letters, and finally a series of sample picttires 
to place in order. Each trial should be a^mpanied by a demonstra- 
tion. The school psychologist may also wish to use cardboard strips 
on which are drawn the outlines of boxes the size of the cards to 
be used. Each box should have a number inside it in sequence (1 
through 3, 4, or 5). The sample item can then be demortstrated by 
placing the pictures in order within the proper boxes on the strip. 
The child should also be taught to indicate to the examiner when 
he or she has Completed each item. 

3. Object assembly. This subtest generally presents no problems since 
the child easily vmderstands the puzzleUke nature of the task. If dif- 
ficulties do arise, the school psychologist may show a picture of the 
completed puzzle. 

^ . 
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4. Block design. The school psychologist must deaiiy communicate the 
sameness of the blocks. Therefore, all the bldcks should be set out 
in a single line with one color on top. The child can be asked to 
name the color. Each side should then be shown in turn, turning 
all blocks in the line simultaneously. Demonstratkins are part of the 
standard administration for this sul^est and should be adhered to, 
although it is advisaHe to allow the child to ciomplete the first design 
even if the allotted time has expired. Furthermore, during 
demonstrations, the examii^ should use both hands. 

5. Coding. Coding can be accurately pantomimed since it is also pan- 
tomimed for the hearing child. The important consideration here 
is to communkate the notion of speed, during the sample items and 
by extra cues. If necessary, the examiner can point to ihe next item 
quickly after the child has completied the previous one. 

Difterential Assessment 

Many behavioral symptoms of a hearing impairment parallel the 
behavioral manifestations of other impairments such as mental or emo- 
tional impairments. Therefore, it is important to make careful differen- 
tial assessments of children who display such symptoms. These symp- 
toms include: ignoring, confusing, or not complying with directions; 
daydreaming; academic difficulties; speed\ ds^eda; lack of speech; and 
lassitude. The definitive assessment tool is usually tire audiological ex- 
amination. This technical field has advaiiced so that there are tech- 
niques of measuring hearing that do not require the sophistication or 
verbalization of response inquired by some standard instrument 
(Rapin & Ruben, 1982). Therefore, it is imperative that a child be re- 
ferred for a complete audiological examination if hearing impairment 
is even suspected as a cause of behavipr, iu:ademic, or speech dif- 
ficulties. If a hearing bss is found, the behavio- difficulties must then 
be evaluated in relationship to the heamng impairment, generally as 
secondary to the primary disability of hearing loss. This, of course, 
has implications for placement and treatment. , 

It is pebble that the emotional or mental impairments may be severe 
enough and substantial enough, given the medical and family history, 
to warrant classification as primary. Again, it is important that ihe 
medical and family history adequately support such a classification. 
However, the hearing loss must still be recognized and treated, and 
therefore the school psychologist must try to assess the range of func- 
tioning given the degree and type of hearing loss. 
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Other Assessment Areas 

Assessment should not be restricted to measures of intellectual abil- 
ity. A variety of information is essential in order to plan an appropriate 
educational program for hearing impaired children. Zieziula (1982) has 
prepared a comprehensive listing of 62 instnunents that may be used 
for assessment with hearing impaired persons in the areas of achieve- 
ment; communication, intelligence, personality, visual perception, 
vocational aptitude and interest, and work evaluation measures. He 
has described each instrument including such information as age levels, 
validity, reliability, appropriateness for the hearing impaired, and rele- 
vant references. The reader is also referred to Rogers and Soper (1982), 
Sullivan and Vernon (1979), Vernon (1974), and Yamell and Carlton 
(1981) for evaluations of measures useful in assessing h'»aring impaired 
children. 

IMPUCATIONS FOR EDUCATION 

The educational provisions and techiiiques for hearing impaired 
children or children with some degree of mnctional hearing and com- , 
munication skills, are significantly ditferent from those used with 
childen who have a profound loss (Quigley & Kre*5chmer, 1982). The 
former have the ability to acquire speech and language thi ugli hear- 
ing and essentially require support and aids to help them learn through 
the methods used with hearing children. The latter, however, require 
more specialized techniques and training since they caimot develop 
speech and language through the sense of hearing. Therefore, quite 
frequently the latter children will.require placement in special classes 
whereas the former may be placed in regular classrooms. Some con- 
siderations for hearing impaired children are discussed below. 

Hearing Aids 

Use of a hearing aid requires training and supervision by a professwnal. 
The child needs to learn how to use the aid. The hearing aid amplifies 
sounds in the environment, thereby facilitating the cWld's ability to 
hear speech and yse residual hearing. However, the aid canno^restore 
normal hearing. Although aids are technically more sophisticated now 
and can perform somfe differential amplifications of frequencies, a hear- 
ing aid will still not "flatten out" the hearing loss in specific frequen- 
cies evenly aaoss all frequend^, nor does it block out extraneous en- 
vironmental noises. The child who can benefit from a hearin^g aid 
should be encouraged to wear it. However, teadters and p^ychotogists 
should not expect miracles from the heartog aid and should be aware 
of its limitations (Kirk & Gallagher, 1983). 
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Auditoxy Training 

The child should be taught to use residual hearing to listen to sound 
dues, and to discriminate between different sounds. Such training 
should be started at an early age, preferaUy during the preschool years, 
and should emphasize parent involvement (Quigley & Kretschmer, 
1982). 

Speechreading (lipreading) 

Speechieading invdves directing ibe child's attention to the visual cues 
of fadal expressions and Up movements to fill in the sounds that are 
not heard and the words that are indistinct. Nfany words look alike 
and canxwt be^discriminated visually unksapkdked vp in context. Other 
words are fairly easy to differentiate. Vowels are more difficult to iden- 
tify visually, but since they belong to the lower ^uency ranges, they 
are easier tchdiscriminate auditox^y witit reisulual hearing. In general, 
three method^ of teaching speechreading are used: the phonetic ap- 
proach, the whole method, and the syllable approach (Kirk & 
GaUagher, 1983). 

\ 

Speech Corrc^ction 

The aim of spee^ correction is to find out what errors in articulation, 
loudness, or pitch ^the child is making and mitiate corrective measures. 
The child has limited ability to monitor his or her own speech and 
therefore requires the support and help of a sf^idally trained speech 
teacher or other professional. Most effective result are obtained when 
speech training is integrated with work in the classroom and with 
parent invoIveii;?nt in the home (see Chapter 11). 

Methods of Instruction 

Personnel concerned with the educatton of the profoundly hearing im- 
paired haye held sharply differing views on ^e methods of instruc- 
tion in communication and language. One roethod, ^ oral approach, 
d^elops commtmication stricUy through speech and speechreading 
and the use of residual hearing. The second method emphasizes the 
development of commui^tion through manual methods. The third, 
the total conununication Approach, combines fhe use of fingerspelling 
and signing with speech and speechreading and auditory training. All 
three approaches axe in tise today and tite conflict between the ap- 
proaches remains at a hi^ emotional level. The reader is referred to 
Furth (1973), Qui^ey and Kretschmer (1^2), and Sanders (19S0) for 
more detiailed discussion of the issues surrounding th<^ methods. 
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Although the schcx>I psychologist may be limited by the available 
district programs for placement of a child^ he or she shoi^d be informed 
of the advantages of each approach for individual children with dif- 
ferent needs and abilities and be able to make clear recommendations 
for placement based on the specific needs of the child. Assignment 
to a particular program because it is the only one available is not in 
keeping with the intent of P.L. 94-142. This problem was discussed 
in Chapter 1. 

Speech Development 

* 

The child who has not yet acquired speech and language needs 
specialized help in these areas. Since the child is apt to have a pro- 
found loss, the acquisition of speech will have to proceed throu^ chan- 
nels other than hearing. This training is highly technical and requires 
a trained professional in speech and language. Channels and methods 
used include: vibration, the sense of touch, visual aids, kinesthetic or 
proprioceptive cues, auditory stimulation and residual hearing through 
hearing aid use, and electronically displayed "visible" speech {see 
Chapter 11). 

SUMMARY 

Assessment of children with hearing impairments presents a strong 
challenge to the school psychologist. This is one of the low incidence 
categorical areas, and there may be few opportimities to acquire suffi- 
cient experience to wrrk comfortably and confidently with these 
children. Hence, the school psychologist must rely on the application ' 
of knowledge about hearing impairments and their impact on develop- 
ment in order to modify and adapt the typical assessment procedures 
for hearing impaired children who may be encountered in the school 
district. Standardized tests must frequently be modified in administra- 
tion, scoring, and interpretation so that the hearing impaired child is 
not placed at a disadvantage because of the disability. In any case, such 
instruments should be supplemented with other protedureS/ especially 
classroom observation, in order to obtain as complete a picture as poss- 
ible of the child's present level of functioning relative to potential as 
determined by a variety of formal and informal assessment measures. 
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CHAPTER 10 



Visual Impairments 



Geraldine T. Sdioll 



Visual impairments are a common human problem. Almost every one 
who lives a long life will develop some type ol restriction or impair- 
ment in visual functk>ning. ^fo^o£d^tese tmpainnents can be (xtrre^^ . 
or at least alleviated through sus^geiy, swrh as for the ranoval of 
cataracts; or through correcthre lenses, which will improve defective 
near or distance vision. Severe visuallimitations are fotuid in a relative- 
ly small proportion of the population. In the United States persons 
classified as legally Uind number id>out 500,000 and more than half 
are over the age of 65. 

In the school-age population, pupils with seven visual impairments 
account for about 1% of die handicapped children who need special 
education programs and services (Ktrdmer, 1983). About one 8du>ol- 
age |>upil in 10,000 will have a mocUrate to severe visual impairment 
that requires some type of educatioiud remediation or modification sp 
that the pupil cm participate in the regtUarschoc^ program. About 1 
iri 500 win have a oidki visual impoirnMiU duU usually can be mp^^ 
throtigh coxrecth^e lenses. The chAenge fior botii poMntt Olid educ^ora 
is to find these pupils with mild impairments. It is dikkult for young 
chiM&en to assess their own visual efficiency. Hence, unless some very 
observant adult notes signs of visual probkms, sudi children may be 
labeted as slow and even retarded. Th^ fan behind consistendy in their 
school work, and few teachers or parento suspect that the source of 
the problem is a visual impairment. 

An school persohiwl should be aware of tihe following signs of visual 
problems: (NSPB, 1978). 
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BEHAVIOR 

Rubs eyes excessively. 

Shuts or covers one eye, tilts head or thrusts head forward. 

Has difficulty in 4eading or in other work requiring close use of the 
eyes. 

Blinks more than usual or is irritable when doing close woric . 
Is unable to see distant things clearly* 
Squints eyelids together or frowns. 

APPEARANCE 
Qcssed eyes. 

Red^rimmed^ encrusted, or swollen eyelids. 
Inflamed or watery eyes. . 
Recurring styes. 
COMPLAINTS 

Eyes itch, bum or feel scratchy. 
Cannot see well. 

Dizziness, headaches, or nausea following dose work. 
# Blurred or double vision 

Pupils who consistently show any of these signs should be referred 
to the school nurse for further screening and possible examination by 
a medical specialist. 

The purpose of this chapter is to describe the types and 
characteristics of visual impairments f oimd in the school*age popula- 
tion, to summarize the major impact of such impairments on growth 
and development and to review implications for the assmment pro- 
cess that are important for school psychologists. 



TERMINOLOGY 

This section defines some of the labels that are used by school district 
for descr3>ing children with visual impairments. 

Blind: Relatively lew persons, both adults and children, are blind 
in the strkt definitk>n erf Uie term, meaning ^'umMe t^ 
the use of sight.'' Most persons do retain some viskm. The-term blind 
is most often used to label tiwse peisons who aK^eligil^ f^ 
of public assistance induding those who daim an extra exemption on 
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their income tax. Legal blindness is less than 20/200 best corrected 
vision in the better eye or a field of vision restricted to a diameter no 
greater than 20 degx .'S. 

The legal definition of blindness has limited use for educators 
because most pupils whose vision corrects to ^/200 in the better eye 
are able to make effective use of visual materials in the classroom. 
Although some states still retain the definition of legal blindness to 
certify pupils as eligible for special education programs and services, 
it is becoming incnasin^ ol^ete for educators. 

The term blind'is appropriately applied to pupils who must use 
senses other than vision in their educational process. 

PariiaUy sighted or partially seeing: These terms are used less 
frequently by schools partly because they have little educational 
meaning. When the terms are used, they usually refer to persons whose 
best corrected vi^n in the better eye &dls between 20/70 and 20/200. 

Low vision: This term is applied to those pupib who can see 
objects held dose to their eyes and who may or may not require the 
use of tacttial materials in their education. 

Limited Vision: This term is used for those pupils who have some 
limitations in their visual functioning but who wiH usually be educated 
through their visual seiise. 

Mild, moderate, and severe visual impainnenls: The term mild is 
applied to pupils whose visual impairment is usually correctable with 
glasses. Such pupils require no nuxiification in their educational 
programs other than sitting close the chalkboard. Moderate is applied 
to pupils who require modifik:ations smh as special books in large type, 
magnifiers, or similar materials, but whose educational pio^am is 
conducted primarily through the sense of si^t. Severe is applied to 
pupils whose vision is absent or so defective that the educatk)ital 
program must be conducted through senses other than viskm. 

Visuallv irapaired/visoatty haadic^pttl: These are terms applied 

to persons who have any degree of limitation on visual functioning. 
Impairment indicates the physiological, medical or anatomical loss or 
abnormality. Handicap refers to the limitations imposed on a person 
by society or by the person himself or herself as a result of the 
impairment. The term visu^y handicapped will be used in this chapter 
to describe all ranges of impaired viskm. 

School psychologists should know the terms used by 
school/agency /state department of education to label pupils wid't vistial 
impairments. They should, however, realize that the label may have 
little meaning for visual functk)ning; and that they should observe tihe 
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degret; to whkh the pupil ipes vision for school-related activities and 
not conclude on the .basis of an eye report or a label, that visual 
materials cannot be used. ^ 

CHARACTERISTICS OF VISUAL IMPAIRMENTS 
RELEVANT FOR ASSESSMENT 

There are several characteristics of visual impairment that will have 
an impact on understanding the pupil and are of a>ncem to the psy- 
chologist preparirtg for the assessment. Infomtation about these may 
be available in the eye report. If not, parente and teadters may be able 
to supply missing facts, or the school psychologist should consult with 
the examixting physician. 

The topics included in this section are organized around the infor- 
mation provided in the typical report from an examining 
ophthamologist or optom^^trist. For additional information about any 
characterisHc, the reader is referred to Chalkey (1974), Harley and 
Uwience (1977). Jose (1983), Kirk (19S1), or Vaughjn k Asbury (1977). 
The latter presents a more technkal treatment of the subject. 

Pupils who have already been identified as having a visual impair- 
ment should have an eye examination report in their file. A report from 
a medical specialist, an ophthalmologist or oculist, will include doe medkal 
diagnosis and other medicil information ^elated to the eye condition. 
The medical specialist will also assess the degree of vision in each eye, 
and this information will be noted in addition to the type of correction 
through lenses if they are necessary. Prognosis and recommendations 
for treatment are also included. 

Some pupils may have an examination by an optometrist, a 
nonmedical specialist in vision. If there is a medical problem or need 
for medical remediation for the problem, the optometrist usually refers 
the pupU to an ophthahnolo^t. Optometrists are particularly in* 
terested in the use of low vision aids and corrective lenses. The eye 
report will often include Information about type of lenses prescribed. 

Both the opthalmologist and the optometrist usually refer their pa- 
tients to an optician who %vill make the glasses to fit the prescription 
for the individual. This specialist will also repair gUss^. Opticians do 
not do refractions or give eye ' examinations. Reports from 
ophthalmologists and sometimes from :>]ptomctrists should indude in- 
formation at>out the eye condition. 



Onset 




School psychologists will want to know the age of onset and the type 
of onset of the visual impahrment. If the pupfl was bom with the con- 
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dition, it is considered as a congenihl impairment, tn this case, it may 
be the result of heredity or may be attributed to some prenatal cause, 
such as rubella dudng pregnancy. If the condition occurs after birth, 
it is listed as acquired or adventitious. Most visual impairments in the 
school-age population ase congenital. If it is an acquired condition, it 
most likely will be the result of an accident or some disease. 

The onset may be gradual, that is, decreasing vision over a long 
period erf time, OT fmitfrwfit;, that is, occurring iristai% 
conditions cause a grad^ loss ol vision that may extmi to adulthood. 
This is important informatk>n to the school j^chologist because such 
students ntay require emotional support as they face the realities of 
their deteri rating vision. 

Kno\Ving age of onset and type of onset can furnish important dues 
to the^ school psychologist. For example, a child who lost ho or her 
vision prior to the age 5 is usuaUy considered as congenitally blind 
becausevary.Iittle visual imagery is retained. In geiwral, physical coor- 
dination and spatial orientation tend to be le^ smoc^ in the congenital- 
ly visually handicapped. An oldes pupil losing vision may evidence 
more emotional prot^ems than die con^nitally handicapped, especially 
if the onset occurs during adolescence. Similarly, emotional reactio^ 
may accompany both gradual loss and tratunatic loss, ^iscussiom^of ' 
the dynamics of visual loss relative to emotional adjustment may be 
found in Cholden (1958) and Cowen, Undeiberg, Verdllo, & Benham 

Degree of Vision 

Several aspects of the degree of vision should ^ iiKluded in the eye 
report. If they are not, the school psychologist should request the in- 
formation from the examining sped^dist. Nearjnsion will bf i«port«d , 
in terms of the smallest size of print that can be read at a distance, 
usually, of 14 inches ^m the eye. (The distance will be indicted in 
the report.) Distance visum is reported as a fraction in feet. For exam- 
ple, 20/20 means that th« individual sees at 20 feet what the penon. 
with normal vision sees at 20 feet; 2Q/20d means dtat person sees at 
20 feet what the person wiAt normal vision sees at 200 feet. Distance 
vision may sometimes be reported in the metik system: 6/6, 6/60. 

Children who have good near vision but poor distance vision are 
nearsighted or tmfopic, they are able to see tiie print in their books but 
may not be able to see the chalkboard or a basc^iall on the play^und. 
Children with good distance vision and poor near vision axe farsi^ted 
or hyperopic; they do well in activities that require them to see distant 
objects, such as a baseball or basketi?all or the chalkboard, but are 
unable to see deariy the print in their bocka. 
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The eye examina^n should also assess limitations in the field 
of Piston. A person with nonnal vision in both eyes is able to see along 
a ISO-degree plane, up/down and side-to-side. Restrictions in any part 
of that field will cause such problems as slowness in reading (because 
not so much can be taken in during a single eye movement) eir sttunb* 
ling over objects left on the floor. 

The fourth aspect of importance is how well the muscles in the eyes 
work together so that a single image is seen by both eyes. Young 
children in partioilar should be tested for fusion, because if both eyes 
are not working together, there is a possibility of blindness develop- 
ing in the eye that is not being used. 

Causes of Visual Impairments 

Two common eye problems in school :^e pupils have been ntentioned: 
myopia, or nearsightedness, and hyperopia, or faxsi^tedne^s f^ hvbismus, 
or crossed eyes, and nystagmus, or involtmtary eye mov^ents, are 
eye muscle problems • Strabismus should be c^n^cted dtuing the 
preschool period to avoid the possibility of loss of vision in one eye 
due to lack of use. Nystagmur ca^n sometimes be alleviated by medical 
intervention and in fact has been helped by behavior mtniification 
techniques. It will cause the child to have di^iculty focusing on an ob- 
ject for any extended period of time Oose, 1983). 

The eye is a very complex part of the body, and thus many 
possibilities exist for malfunction. The most common eye conditions 
in the school-age population are retrolental fibroplasia, congenital 
cataracts, optic nerve atrophy, and albinism (Hatfield, 1975). 

Retrolental ftbroplasia is an eye condition resulting from excess ox- 
ygen admmistered io premature and low'^^irth-weight infants. 
Although the cause of the condition is known, large amounts of ox- 
ygen must often be adxninistered to keep the neonate alive. During 
recent years, as advance in science have enabled the medicM profes- 
sion to save necSnates with increasingly shorter gestatk>n periods, iXK)re 
of them are showing evidence of other handicapping cpnditk>its in ad- 
dition to the visual impairment (Silverman, 1980). 

Congenital catarxts, an opacity of the lens in the eye, may result from 
a variety of causes including heredity and rubella (German measles). 
Surgery and corrective leases will frequently improve the condition 
and enable the child to use his or her vision effectivdy for schod tasks. 

Optic atrophy is a d^eneration of the optic nerve, usually caused 
by a lesion, Under the pteseat state of medical kiwwledge, it results 
in a gradual, irreversible loss of vision. 

Albinism is a congenital lack of pigment that may involve a part or 
ail of the body. Albino chfldienwlwse eyes are affected win haw 
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photophobia (sen^tivity to light). They axe frequently fitted with tinted 
lenses to reduce this Hg^t sensitivity. Caie should be taken ^eiy are 
not exposed to the sun for kmg periods of time because they also tend 
to bum easily. 

School psychologists wishing more information about a particular 
child's eye condition should consult directly with the examining 
specialist. The school nurse is another valuaUe resource for informa- 
tion about medical and potenH.^^ <viucational implications of spedEc 
eye conditions. 

IMPACT ON GROWTH AND DEVELOPMENT 

Any sensory k»s will haVe consequences for growth and development, 
some of which may be related fo the extent erf flie loss but which more 
often may be due to the presence of other disabilities opio the amount 
of stimulation provided in the environment. If a child with a vision 
problem is found to be deficient in a developmental skill, school 
psychologists should not immediately conclude that it is dve to the 
sensory loss; otiher factcns may be more in^xutant. This section re*iews 
briefly the potential impact of ^ visual bnpainnenl on physkj^l, men- 
tal/intellectual, social, and enwtional growdi and development and 
draws some implications for the assessment procw For a more de- 
tailed discussion, see Schdl (1973). 

Phyfticil Development 

Impact 

The impact of the visual impairment on physical development is in- 
direct, rather than direct; that is^ the impairment itself does not caiise 
retardation but rather the lack of opportunities for adequate physical 
exp^ence does. Restrurted mobility causes the diild to be sedent^ 
la^e muscles axe not exerdsed^ and this may result in defldex^ies in 
grosSmotorskills. Thedangeisof ridingatric^^ one 
cannot see what lies ahead deprive some youngstm of this valuable 
muscle exercise. The lack of ability to see small objects clearly or not 
at all deprives the toddler, in particular, of a valuable experience in 
picking up small objects such as bihi of paper from the ^)0t, which 
would help to improve fine muscle coordination. Thus, boQi &ie and 
gross miisde development may be Ktasded compared with ^tof tiie 
normal child. Since much of the retardation is attrilnited to lack of ex- 
perience, the school program must often ren^diate tiiese problems by 
providing an enrkhed enviroronent and by hdping pa 
vide more opportunities for physk^l activities. 
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Implications 

Noting such defidendes in a child with no other impairments, the 
school psychologist ^ould consider recommending that the school pn>- 
gram include large and small muscle activities since they will enhance 
physical growth. Extra work or a special program in physical educa- 
tion may be appropriate. If the child is not receiving orientation and 
mobility instruction, this specialized instruction should also be recom- 
mended. Such instruction is a needed part of every visually handi- 
capped child's school program. A recommendation to the regular 
teacher about encoiu-aging the child to move about in the classroom 
or sending the child on errands within the building will encourage 
movement and contribute to improving physical development. 



Mental/Intellectual Development 



Impact 

Vision is a valuable source of information for mental and cognitive 
development. W:thout vision the child is deprived of many cognitive 
experiences, and many concepts are beyond his abilities to grasp, for 
example, colors, the concept of three dimeiisions, or size and shape 
when the gestalt of the object caimot be perceived by touch. While 
the sense of hearing is also essential in the learning process, it gives 
no information about the object world to the child who has no vision. 
Vision is also a imifying force in cognition. The concept of a large ob- 
ject may be inadequate because exploratton by touch of individual parts 
does not necessarily result in a concept of the whole. Thus, defecthre 
or limited vision will have some impact on cognitive development. 

Much early learning depends on imitation. Activities such as skip- 
ping, which children learn naturally through imitation, must often be 
taught to visually handicapped children. If the environment has not 
provided a wealth of experien », visually handkapped children may 
become labeled as "retarde when in reality they should be con- 
sidered "disadvantaged" because their environment has not provided 
them with sufficient meastingful sensory stimulation or expertences. 

The visual impairment does not usually hinder verbal communica- 
tion; in fact, many visually handicapp^ children and adults are avid 
conversationalists partly because talking provides thcnx with contact 
with their environment. This ch^acteristic sometimes leads to ver- 
balism, the use of words withoutireal comprehension of their mean- 
ing (Harley, 1963).' 
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Implications 

Because the major contact of the child with another person lies in ver- 
bal communication, school psychologists siviuld talk and explain what 
they are doing while doing it. In establishing rapport, they shduld also 
probe for meanings of words used by the child to determine whether 
there is true understanding. There is no need to hesitate to use such 
words as "look" and "see." 

If the child appears to have vision or the eye e^iicamination record 
indicates some vision, try it out informally on tasks such as identify- 
ing objects in the room and picking out details in pictures or 
photographs. This helps determine whether or not there is sufficient 
vision to coII^}lete satisfactorily the performance items included in the 
assessment instnunents. 



Sodal Development 

Impact ^ 

The absence of vision will sometimes give a person the appearance 
of being a sodal isolate. Many of our social contacts are initiated 
through nonverbal communication. Without visk>n such contacts are 
lacking, and the person remains silent and seemixtgly aloof. In fact, 
unless there is some sound from dte group, tihe bUnd person would . 
have no knowledge of the presence oi others. 

«• 

Implications 

The social integration of visually handicapped children should be en- ^ 
couraged through the devek)pment of association witih peers both in 
and out of school. Delays in sodal development are probably du(0D , 
lack of experience. Thus, tme isitegration of an handicapped chiklren 
should be a major objective boA widiin ^ school set^ and in ex- 
tracurricular activities. Participation in group activities such as dubs 
shoald be encouraged reduce tihe efi^cts of social isolation. ^ 

Emotional Development ^ 



Impact 

Emotionai adjuBtment for visually handicapped children involves an 
acceptance of themselves as persons of worth; aoreptaiu^ of their im- 
pairment; and finally, acceptance of the limitations imposed by the im- 
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pairment. The development of self-concept may be delayed because 
children with defective vision have limited opportunities to view 
themselves as people in relationsShip wifh others. As toddler^, these 
children lack the experiences of mirror play and visual opportimities 
of comparing themselves with others, llteir minority status as handi- 
capped persons is usually not reinfor^ by contact with others of 
similar minority status, and thm they l«k opportunities for being with' 
others like themselves. 

Acceptance of limitations is determined for children largely by at- 
titudes of those around them, primarily their parents. If the parents 
help children view their impairment as a challenge to be met rather 
than as an all-pervasive handicap, then the children, too, will be more 
accepting. However, acceptance must also be tempered with realism. 
The child should not be encouraged to do things that cannot be done. 
For example, it is a mistake to encourage a blind child in an ambition 
to become an airline pilot, at least in the present stage of our 
technological development. 

Adolescence presents unique problems for all persons; for those with 
disabilities, these may become intensified. In general, the problems 
of adolescence must usually be resolved before visually handicapped 
adolescents can deal with their struggles to see themselves as persons 
of worth who have an impairment (Cholden, 1958). 

Implications 

The school psychologist is usually the professional who has the gjt?atest 
understanding of the dynamics of growth and development, mental 
hygiene, and therapeutic techniques. Thus, the psychologist may be 
most helpful in woiking with parents and teachers to assist the child 
with a visual impairment to develop a realistic appraisal of self and 
abilities. This may be accomplished in a niunber of ways. Hementary 
teachers can be encouraged to use substitute experiences for the mir- 
ror play available to nonhandkapped children in order to assist visually 
impaired children in making a realistic appraisal of the physkal self. 
Culttiral taboos concerning touching need to be set aside as parente 
and teachers help visually handkapped children expksre their own 
bodies and those of their peers and adults. Descriptions of appearance 
compared with the norm of peers and adults need to be provided so 
that visually handicapped children can compare themselves with 
others. Supportive help through group coimsding is often advisable. 
Contact with others like one's self is necessary to develop an adequate 
self-concept. Partkulariy during adolescence, counseling sesstons with 
groups of other visually handkapped peers ^d contacte with visual- 
ly handicapped adults 'may help the adjustment process. 
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THE ASSESSMENT PROCESS 

Knowing some of the characteristics and needs of th^ visually handi- 
capped child will help the school psychologist structure a more mean- 
ingful assessment from the initial meeting to the inteq^retation of the 
report. 

Establiihing Rapport 

Touch or sound, and to a limited degree smell, are the major sensory 
avenues that teU the Mind <iiild who is around. Thus, talking to the 
child to let him os her know where in the room you are located will 
help the child becoi ^ oriented to the room. The initial greeting should 
include touching to Mish contact* In most cases, it is not necessary 
to lead the child to a chair; instead verbal diiectionis should be given. 
This exercise will provide an opportunity to observe physical move- 
ment, orientation to space, ability to follow directions, and a general 
indication of how well the child is able to manage in space. Directions 
and instructions should be dear and as specific as possible. For exam- 
ple, tell the child that a chair or ^e is at the left sA^out two steps and 
that the back of the chair faces the child. Normal language should be 
used. There is no need to eliminate words for visual concepts such 
as ''see," '"look,"' names of colo», and so forth from normal 
conversation. 

Determining the Esdteitt of tiw Impairmeitt 

Qassroom observations can help in the assessment of the visual func- 
tioning or efficiency of the child. In addition, the initial observation 
of the child entering the school psychol<^t's office— together with 
previous observations in the classrooms, playground, lunch room, and 
halls— should help in the assessment of how well the child uses vision 
and thus whether or not visual materials in test instruments may be 
tried. 

The school psychologist should also fiitd out whether the child uses 
alow vision aid or wears passes and^ if so, ixudce certain tl^dUkllmngs 
them to the office. Asking tite child to describe what he or she sees 
in the room, such as any pictures or objects or the pl^ement of furni- 
ture, and probing for detdls about any objects mentioned %vill provide 
further cues on how much the child can see. If there is doubt about 
whether the child can see sufficiently for some of ^ assessment tasks, 
they should be tried anyway. Such trials will provide a better idea of 
visual functioning even if the r^ults are ttot used in the re|>ort. 
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Selecting Appropriate Meataxet 

In general, visually handicapped pupils will not have difficulty with 
veiribal tests. In giving verbal tests such as vocabulary tests, it is 
sometimes ne<%ssary to probe more deeply to ascertain whetitex or not 
the child reaUy cbes tmdexstand con^ipC. Scmietimes visually hand- 
icapped children can give acceptable verbal response without true 
imderstanding or meaning. Manipulative oar perfi^mam^ tests may re- 
quire more careful selection, depending on the assessment of visual 
efficiency and hand coordinattotu More time may need to be allowed 
to get acquainted with materials. The child should be encouraged to 
explore materials thoroughly by use of vision if possible and tactually 
if the child cannot see them. The school psychologist should place the 
child's hands on the materials while explaining Where they are located. 
Plenty time should be allowed for both visud and tactual exploration. 

There will always be questions about using specially adapted tests. 
In general, school psychdogists should develop their own philosophy 
on this issue. If assessment k viewed as attempting to arrive at a com- 
parison of the child's abilities with the so<alled normal then it is essen- 
tial to adhere strictly to O}mmonly used tests and their published 
norms. If assessment is viewed as a process of attempting to find out 
all one possibly can about a child, then a variety of teste should be 
tried, both those commonly used and some "special" ones. In this latter 
instance, portions of tests rather than complete batteries may be more 
appropriate. 

In general, group tests are not recommended for visually handi- 
capped children because of the varied and greatly reduced speed of 
reading both in braille and in print. Most group tests are timed, and 
thus the slower reading rate penalizes these children in their 
performance. 

There are several resources for lists of instruments that have been 
used in assessing children with visual impairments. Scholl and Schnur 
(1976) have provided a comprehensive review of measures used with 
visually impaired persons, including those used with pr^chod age 
children, for assessing intellectual, personality, vocational, and educa- 
tional functioning. The book includes measures developed for a specific 
research project, instruments a)mmonly used by f«ychok)gists in' tiietr 
clinical practice, and instniments developed specifically iot the visually 
handicapped population. Yarrodl and Cariton (1961) have reviewed 29 
tools iiseful for assessing children who have sensory, physical, and 
severe mental handicaps. In their article on assessing visually handicap- 
ped individuals from a school psychology potiU of view, Genshaft, 
Dare, and O'Malley (1980) provided a list of instruments for assessing 
residual vision; cognitive abilities; academic achievement; physical. 
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Hehavioral, axul social development; language skills; and vocational 
skills and interests. Vander Kolk (1981) included in his dtipter on as- 
sessing children and youth a summary of instruments used with visu- 
ally handicapped and multihandici^>ped diildien. 

School psychologists may wish io consult one or more of these 
resources about currently used instrumentei^but should keep in mind 
that there are minimal statistical data about v)4^ty ^d reliability for 
most of the instruments listed. In most cases, pxofessional judgment 
must be exercised in the selection, administration, and interpr^tion 
of any assessment measure used with visually handicapped pupils. 
The following sections provide some guideline for this process. 

Needed Modificatioaa 

Some experienced psychdogists modify administration, scoring, and 
useof norms when woridng with handicapped pupils. Whetl^ school 
psychologists wish to follow this practice will usually depend upon 
their philosophy of testing and their answer to the question "Why 
assess?" (see Chapter 1). 

In administration, modifications can be made in the time limits and 
in the instructions. If modifications are made in time limits, mentally 
noting where the child would be stopped if timed and then letting him 
or her continue until finished will result in some measure ol ^jJlities 
that will permit a comparison with norms but will also be a measure 
of how far the child can go. Instructions may be modified depending 
on the abilities and understanding of the shM. It slumld be recalled 
that many visually haiulicapped children are lacking in experiential 
background and may not understand words, concepts, or other allu- 
sions that are ordiivuily expected of children with vision (Bauman, 
1973). 

Scoring 

Flexibility in scoring is sometimes necessary, especially with young 
children. Responses based on their esqiertences may not be found in 
the acceptaUe eatery of the test manual. In Quipter 1, the response 
of the blind child to the question about what we do with our eyes v% &s 
related to both the need for flexibility in sotting and the need to prc^ 
further. As it stands, this child gave the most appropriate response 
based on a different experience, and the item should be given credit. 
However, the school psychdogist may also wish to probe further and 
ask what people usuaDy do with their eyes to determine whether or 
not the acceptable response can be eUcited. 
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Use of Nonns 

Another question arises about the use of special or regular norms. 
Again, the purpose of the assessment must be considered. If a strict 
comparison with so-called normal children is desired^ then the regular 
norms should be used; however, if the purpose of the assessment is 
to compare the child with others with similar handicapping conditions, 
then special norms may be more appropriate. 

SUMMARY 

Although school psychologists may feel some initial reluctance about 
assessing a child with a visual impairment, the experience can be 
challenging and rewarding. This chapter summarized characteristics 
of visual impairments and their impact on physical, mental, emotional 
and social growth and development. This background information was 
then applied to the assessment process. Commonly used instruments 
can frequentiy be used in whole or in part in assessing visually handi- 
capped pupils and in arriving at decisions about educational placement 
and developing individualized education programs. 
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Children wUh communication disordeis aie found among the school 
population classified as "nozmal" as wdl as those dassifkd as "ex- 
ceptional." The school psychologist however, is not ordinarily the 
primary assessment spedaM, since taottt lefiarals for communication 
problems are made directly to the speedi and language pathologist in 
the school district. RefeiraU to the sdiool psy«h(^ogist for educational 
and psychological assessment may be made by ^ spedaliut if ttiere 
are additional questions about intellectual academic, or sodal/emo' 
tional functioning. Speech and language ptoUems axe fouiul among 
exceptional children, however, and school psychologists should have 
some background about these conditioRS since they may be secondary 
problems for the children Aey are assesaing.insudi cases, the schooJ 
psychologist wouM wo^ cooperative wfth the ^«edi aiid lar^^uge 
pathologist in ass essmen t, sdection ol an appvc^niate j^acancntvand 
development o£ an individualized eduction pro-am. 

Communication problem^ are roughly divided into those rdated to 
speech itself and those rela^ed^ lan^^tia^. In the past, the primary 
remedial function of the specialist focused on speech and ocmection 
of speech defects, and the spedaUst was csUed a speech conectionist 
or speech thtfrapist. Because of the dose interaction ol the auditory 
system with speech development, ^ role^as later expanded to in- 
clude work with childmi who had mOd to moderate hearing difofdcts, 
and the title the specialist became and hetfing tiiera^/' 
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More recently, the role was expanded to include language disorders, 
and the title became "speech and language pathologist"" (Kirk & 
Gallagher, 1983). 

Speech problems are found in approximately 5% of the school-age 
population, witfi a greater proportion among children in the 
kindergarten and early flemei^ary grades (Kirk k Gallagher, 1983). 
The prevalence of language problems is more difficult to determine 
because of the occurrence of such problems among other groups, 
primarily hearing impaired, severely meiUally impaired, and learning 
disabled children. Language disorders are also a frequent problem 
/ among preschool children (UheV, 1982)."Ihe school psychok)^ assess- 
ing any of these groups may /wish, to consult with the speech and 
language pathologist about apj^riate instrumoits to use for language 
assessment or request that specialist to do such an assessment. 

This chapter includes a summary of the major language and tspeech 
problems together with assessment implicatioiw for the school 
psychologist. 

LANGUAGE 

\ 

General Considerations 

Language binds and creates relationships among persons, events, and 
situations. Bloom and Lahey (1978) described language as a "code 
whereby ideas about the worid are represented through a convenient 
system of arbitrary signals for communication" (p. 4). Language 
presupposes and depends on some conventional experience of the 
world systematically mapped out in ways that permit and provide 
speakers with the tools to exchange ideas about th^ir percepttons of 
that worid. The number of possible transitions in the system of 
language iTinfinite when both speakers know the system of rules for 
their language. 

In language disordered children, many aspects of communication 
can be deviant. They may not be aware of or have the rule sys.tem 
necessajy for the communicaikm of ideas; they mky have the correct 
form of language, but may not apply the conventkmal meaning to those 
forms; their use of form and/or meaning may be inappropriate; or they 
may perseverate, mimic, demonstrate inappropriate affect, and be 
unaware of conversational tumtaldng and conversational subtieties 
such as entrance and termination behaviors. 

Language disordered children may be behavior proUems in the 
classroom, partly because th^ have not learned tlie communicative 
code used by the majority of persons in sodety. They may not be able 
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to read facial expressions of approval and disapproval, and therefore 
lack necessary formative feedback; or they may not be able to read 
subtleties in language. For example, the statement "It's cold in here" 
can have several meaning. , based on the context. It could be a remark; 
it could be an affirmative acknowledgment; it could be an indirect re-^ 
quest to close the window. A l^guage disordered child might hear 
and interpret ihe statement only in its literal sense. The response of 
the conversational partner in a situation where an individual 
misinterpets an indirect request, such as the above example, is most . 
often irritation. Peers, family, and teachers become irritated with the 
child for appearing obstinate, illusive, or nonattentive. The problem ' 
lies in tltf fact that the child may not know the communicative code 
necessary for normal exchange between persons. 

Language problems cover a broad category of communicahon 
disorders, including language delay, langixage deficiency, childhood 
aphasia, mental retardation, and learning disabilities. The latter two 
conditions are discusse'l in Chaptere 5 and 6, respectively. Language 
problems are also prevalent in children with hearing disorders; they 
are discussed in Chapter 9. 



Language Delay 

During the first 2 years of normal development, verbal behavior pro- 
gresses from the crying vocalization of the infant to babbling, to imita- 
tion of the child's own votee production or that of others in the en- 
vironment, to single words^ to two-word sentences. Beginning around 
age 2 to 3, children begin to acquire tlte grammatical system of those 
around them (Ulrey, 1982; Wilkinson & Saywitz, 1982), Any retarda- 
tion in this progression is usually termed a language dclmf, Twio major 
causes of delayed Jangitage development are mental retardation and 
hearing impairment. Before initiating a remedial program for a language 
delaV/ the speech and language pathologist will first rule out these two 
conditions. 

If the delay oannot be attributed to either of these two major c/iuses 
and there are no overlays of severe emotional disturbance, auti'im, or 
aphasia, then the speech and langxiage pathologist may suspect that 
the child has no use for speech and language because every need is 
met without verbal behavior, or that there is some emotional problem 
in the relationship between child and f^toily (Eisenson, 1^). School 
psychologists may be called upon to assist in working with the family 
and child in order to create an environment that encourages and 
rewards the use of speech and language. 
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Language Defidency 

Some children have difficulty in using the linguistic characteristics of" 
features of language* Such difficxilties are manifested as phonologic 
disorders (deviations in the sound patterns of the language); mor- 
phologic disorders (difficulty in clustering sounds into units, which 
lead to difficulties in learning sound/symbol relationships); syntactic* 
disorders (deviations in the derivation of meaning from the system of 
grammar of the language); and semantic disorders (difficulties in ac- 
quiring the meaning of utterances) (Wilkinson & Saywitz, 1982). 

Remediation these disorders requires the skill of a language 
specialist; school psychologists would probably be involved in those 
situations where emotional problems are also present. 

Aphasia 

Childhood aphasia is a severe language disonier in which the child 
either has not acquired speech and language or has acquired and then 
lost them at a later time. Usually brain injury or traiuna is involved 
(Emerick & Hatten, 1979). Treatment requires the skills of a speech and 
language pathologist. Involvement of school psychologists in the pro- 
cess will be particularly important to assess and remediate any emo- 
tional problems that may accompany the condition. Aphasia and 
delayed speech are difficult to differentiate. As noted above, the speech 
and language pathologist first rules out all other conditions— mental 
retardation, hearing impairmenl, emotional distiubance, autism, and 
envirorunental influences— before arriving at a diagnosis of aphasia. 
Remediation for children with aphasia will usually require a 
multidisciplinary teani approach that includes not only the speech and 
language specialist and school psychologist but also the learning 
disabilities teacher and the school social worker. The treatment plan 
must also include the child's family. 

SPEECH 

Speech is defined by the American Gpeech-Li?nguage-Hearing Associa- 
tion as the vocal-motor chamtel o£ language performance. It is the 
means by which language is communicated and thus is basic to good 
oral communication. Speech is considered defective when it calls at- 
tention It itself, interferes with conununication, or affects the speaker\ 
or listener negatively (Van Riper, 1978), Renwdial programs for children 
with speech defects have been conducted by the public schools since 
1908 (Reynolds & Birch, 1982). Service delivery is typk:ally an itinerant 
teacher model wherein the speech and language pathologist conducts 
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sessions once or twice weekly for children, either individually or in 
small groups. The children spend the rentainder the school day in 
a regular class. The speech and language pathologist works with the 
regular teacher to facilitate the transfer of remediation to the classroom 
situation. 

The speech pathologist usually conducts routine screening examina- 
tions for all children in the kindergarten and eariy elementary grades. 
Early remediation is essential in c^der to prevent not only related pn^ 
lems with other aspects of commmucation such as reading, but also 
emotional problems that may result from prolonged speech disorders. 
Many speech pathologists work with regular kiridergarten and early 
elementary grade teachers on speech Improvement programs designed 
to help all children in the classroom to become more sensitive to their 
speech. 

Speech defects are divided into three major categories: articulation^ 
which accounts for about 70-80% of speech problems; fluency 
disorders; and voice disorders. 

'Articulation Disorders 

Artictilation disorders range in severity from a simple lisp to a severe 
apraxia and/or dysarthria, whjcii.can cause a person to be completely 
unintelligible. Apraxia is caused by a cortical disorder that renders 
voluntary movement of the articiilators very di^knilt or impossible. 
Dysarthria is a paralysis or paresis of the musculature of the oral cavi- 
ty that leads to slurred and unintelligible speech. These conditions 
usually require more intensive treatment than can be accomplished by 
the typical public school speech and language p^tholc^t. Less severe 
articulation disorders include substitutions (e.g., wabbit for rabbit); 
omissions (e.g., ump for jump); distortions (e.g., schtop for stop); or 
additions>(e.g., sumber for summer). Sifxce the ability io make certain 
sounds (e.g., Isl as in bisctiit) may be delayed until as late as the third 
grade, speech and language pathologists may postpone any formal 
therapy sessions for some children tmtil ih&re is evidence that the 
maturation process will not remediate the problem (Emerick & Hat- 
ten, 1979; Reynolds & Birch, 1982). 

Children with cleft palates present a special challenge because their 
highly nasalized speech definitely calls attention to itself. Therapy for 
these cases requires a team approach (Emerick Sc Hatten, 1979). From 
the plastic surgeon they require a thorough oral peripheral examina- 
tion, which may involve the use of electromyography, a test used to 
determine phonations through measurement of elecWcal activity ac- 
companying muscle contraction (Hutchinson, Hanson, & Mecham, 
1979). From the orthodontist they often require specialized care to en- 
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sure the best possible alignment of the teeth so that speech produc- 
tion may be facilitated. The speech and language pathdogist must work 
closely with these speciaiists in the rehabilitation of the child. The ob- 
jective of therapy is to work the child into a gradually more socially 
acceptable form of speech production. It is essential that this rehabilita- 
tion begin as early as possible to avoid social stigma and possibly 
rejection by peers. 

School psychologists should be alert to articulation problems that 
may cause them to misinterpret a child's oral responses because of 
sound substitutions or otiier abnormalities. A longer period of talking 
with the child prior to initiating the assessment may be necessary in 
order for the par to become accustomed to the deviant speech. TWs 
may be especially true in the case of children with cleft palates, who 
sometimes can be understood only by their parents. 

Fluency Disorders 

The most common fluency problem among children is stuttering. This 
is a many-faceted problem and, like other communication problems, 
involves listeners as well as the speaker. Van Riper (1978) pointed out 
that "stuttering occurs when the forward flow of speech is interrupted 
abnormally by repetitions and prolongations of a sound or syllable, 
or articuiatory posture, or by avoidance or struggle reactions" {p. 249). 

Dysfluences are normal in all speakers at one time or another, par- 
ticularly in tense situations or during times of fatigue (Emerick & Hat- 
ten, 1979). However, they arc never as severe as that experienced by 
the stutterer. The important psychological aspects of stuttering are not 
readily apparent through visual observation. Measurements such as 
electromyography and air flow and pressure measurements are often 
used to determine the severit)' of the dysfluency (Hutchinsoi. . al., 
1979). 

Often when stuttering first ocaus in early childhood, the child does 
not notice it and shows no anxious behaviors. Unfortunately, the 
parents frequently become anxious and, if they are not assured by a 
professional person at this point, their anxiety may transfer to the child, 
who will begin to develop signs of avoidance and struggle. When this 
occurs, the child may demonstrate marked frustration with his or her 
own communication abilities and use a g-eat deal of energy avoiding 
speaking situations in which he or she feels inaeasingly inferior and 
incapable. 

Additional problems are often created for the young stutterer by the 
listener. Listening to and watching someone stutter severely on an ut- 
terance can be an unpleasant and unnerving experience. Many per- 
sons practice the same avoidance behaviors toward the stutterer that 
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the stutterer does. Williams (1978) stated that in the initial evaluation 
the speech and language pathologist should answer the following 
questions: 

a) What specific behavior patterns require change in their frequency of 
occurrence, intensity, duration, or in the conditions under which they 
occur? 

b) What ai^ the conditions under which the behavior was ac^i 
factors are currenUy maintaining it? 

c) What are the best practkal means which can produce the desired 
changes in this in(Uvidual? (p. 285) 

Resportses to these questions can lead the Speech and language 
pathologist into initiating collaborative work with the school 
psychologist, the school social worker, and other support pesoxuiel. 
Stuttering is a commtmication disorda tKat usually requires inter- 
disciplinary professional assistance. 

For the stuttering child and his or her ^unily, the school psychologist 
can be supportive and helpful in interpreting the child's emotional and 
social needs. Since there is some research evidence that parente of 
children with speech impairments tend to show more maladjusted 
behavior than control groups of parent of noxtimpaired children (Eisen- 
son, 1980), school psychologists in collaboration with school social 
workers and the speech and language pathologist can often play a vital 
role in helping parents work thrmx^ ^leir emotional proUems whether 
they are related to the speech defect or not. 

In the assessment situation it may be necessary for the school 
psychologist to set aside time restrictions b^use of th^ child's lengthy 
speech hesitations. Making the child feel as comfortable and relaxed 
as possible may also reduce the stuttering. Hay therapy techiUques 
outlined in Chapter 7 may be useful for these pupils as well. In ex- 
treme cases, the school psychologist might try having the pupil sing 
or chant the responses since stutterers rarely stutter while singing. . 

Voice Disorders 

Although voice disorders are probably more prevalent in the adult 
population, it is not uncommon for vocally active children, and 
adolescents in particular, to have problems witii the quality, pitch, and 
loudness of the voice (Emerick & Hatten, 1979). §ome of these prob- 
lems may be due to vocal nodules and/or polyps that require the at- 
tention of a medical specialist. Assessment of voice disorders requires 
skilled techniques, Emerick and Hatten (1979) have stated that voice 
production is influenced by the respiratory, resonatory, phdnotory, 
endocrine, and neural systems, any one of which may cause a voice 

Z3B 



226 The School Psychoiogist and thf Exctptional Child 



disorder. The muscles that function to produce a normal voice are not 
/ readily visible for observation. Therefore, in diagnosing voice disorders 
it is necessary to rely on such instrument techniques as electro- 
myography to measure adequate functioning; indirect laryngoscopy, 
which enables the clinician to examine the adequacy of the the child's 
vocal folds; or the use of a sonography a voice print machine. (Emerick 
and Hatton, 1979). 

Aside from the unpleasantness of voice problems, if vocal 
pathologies are not corrected, more serious problems may develop that 
can require invasive forms of treatment such as medkalion and suigery . 
Although the impaired voke is not as socially penalizing on the whole 
as some other communication problems, it can lead to serious 
debilitating conditions if not treated. It is important that referrals be 
made as soon as possible to avoid further complications. 

For diagnosis and remediation of voice disorder problems, the school 
psychologist must rely on direction and guidance from the speech and 
language pathologist as a member of the interdisciplinary team. 

ASSESSMENT 

The speech and language pathologist is the most appropriate specialist 
to assess the child and differentially diagnose the language or speech 
problem. Standardized tests are available for the assessment of appro- 
priate use, form, and content of speech and language (Darley, F., & 
Spriesterbach, D.C., 1978; Ferry, 1982; Swanson & Watson, 1982). 
Diagnosis includes observation in various communicative settings as 
well as use of standardized ^nstnmients. 

The school psychologist should refer children who are being as- 
sessed for other reasons to the speech and Ii^nguage pathologist for 
a more complete diagnosis when speech or language problems are evi- 
dent. Similarly, the school psychologist may receive referrals for 
diagnosis and therapy from the speech an<| language pathologist, 
especially for emotional problems that may accompany severe speech 
defects such as stuttering and cleft palate and severe, language pro- 
blems such as aphasia. 

SUMMARY 

The same speech and language problems found among nonhandi- 
capped children will also be found among handicapped children. 
Remedidleducation programs for some categories shoiild also include 
the services of a speech and language pathologist, particulariy for hard- 
of-hearing, mentally retarded or learning disaWed children. In assessing 
these groups the school psychologist should nqte any cieficiencies in 
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speech and language and assure that rexr.ediation is included in the 
individualized education program. 

The school psydiologist can be a valuable member of the multi- 
disciplinary team by working in conjimction with the speech and 
language pathologist in the assessment process and in dealing with 
emottonal probleniis that may aax>mpany the communication disorder. 
School psychologists should refer children who evidence speech or 
language disorders to the speech and language pathologist for more 
intensive diagnosis. 
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ADDITIONAL RESOURCES 

Freeman, G. G. (1977). Speech and lenguage services and the cJassroom teacher. 
Minneapolis: University oi Minnesota, National Support Syiitems Project. 

Hixon, T., Shriberg, L., & Saxman, J, (Eds.). (1980). Introduction to communica- 
tion disordetp. Eitglewood CMs NT- Prentice-Hall. 

Yoder, D. E. ^1974). Evaluation ««rid assesament of children's language and 
speech behavior. In M. V. Wisland (Ed.), Psi^JweducaHonal diagnosis of ex- 
ceptional children (pp. 320-380). Springfield IL: Charles C Thonws. 
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Sample Referral Form 

Name: Address: 
Birthdate: Phone: 
Grade: Parent's Name(s): 

P.efening Teacher: 
Referral Date: 



Please answer theie questions as completely as you can. This infor- 
mation will be usep to plan assessment and intervention procedures. 

/ 

Why are you referring this child? 

Describe the child's learning and/or behavioral problem(s) in somie 
detail: (include onsets duration, frequency. Examples or anecdotes 
would be helpful). 

\ 

How have you attempted to deal with this problem and what were 
the results? j 



If you have discussed the problem with the child, describe the child's 
reaction and perception oif the problem. 
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In general, how wotild you describe this child's behavior and relation- 
ships witii peers? With tellers? In structured situations? In unstruc- 
tured situations? \ 



Describe the child's motivation and attitudes toward academic work, 
own behavior, and self. 



What are the child's strengths? Weaknessess? 



What is the child's reading level? Math level? Spelling level? General 
i>erformance level? 



What is your subjective impression of the child's home environment? ^ 
Describe any interactions you have had with the parents that support 
this impression. 

Does the child have any health, medical, or physical handicaps that 
you feel are relevant? 

Has the child received (or is he or she receiving) any special education 
or other supportive services? 

What is your impression of the nature of the child's problem? What 
do you feel the child's needs are? How do you think the child might 
best be helped? 

How can the school psychologist be of most help to you? 

Are there any additional comments or information you would like me 
to know? 
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Common Behaviors and 
Attitudes During 
Assessment 



1. Ex teme shyi^sS/ inhibitions 

Suggests: threatened by situation, authority 
severe withdrawal 
school phoUa 

2. Apprehension, arixiety 

Suggests: inability to deal with new situations 

3. Defensiveness 

Suggests: fear of failure or ridicule 

fear of emotional involvement, closeness with 
others 

feeling threatened ^ 

4. Overfriendliness 

Suggests: immattirity 

need to defend against possible harm 

5. Brashness 

Suggests: inability to restrain behavior 
tendency to act out 
rejection by peers or teachers 

6. Need to impress 

Suggests: insecturity 

denial against failure 
inability to tolerate frustratipn 
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7. Hyperactivity 

Suggests: brain damage 
immaUirity 
overt anx^ty 

8* Impulsiveness: 

Suggests: immatiirity (8 years and up) 
regression 

defense against anxiety arousing feelings 

9. Dependency 

Suggests: immattuity 
retardation 
anxiety 

avoidance of responsibility 
passivity 

10. Over-questioning 

Suggests: brain damage 
anxiety 

» emotional conflicts 

poor self-esteem 

11. Extreme overdeliberateness, meticulousness 

Suggests: fear of failure 

obsessiveness, compulsiveness 
perfectionism 

12. Giving up 

Suggests: passive-aggressiveness 
neurological problems 
poor self-esteem 

13. Negative reaction to success 
Suggests: driving conscience or pare^ t 

14. Negative reaction to failure 

Suggests: fragile self<oncept 

low friistration tolerance 

15. Intellectuality 

Suggests: need to control threatening situations 
fear of feelings or thoughts 
repression 



\ 
\ 
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/ 16. Use of personal experierures in answering test questions 

/ Suggests: immaturity, self-centeredness 

I poor judgment 

emotional conflicts 

17, Tendency to free associate 

Suggests: emotional conflicts and concerns 
inability to focus attention 

18. Variability of mood 

Suggests: emotional conflicts 
^ brain damage 

% 




o 

ERIC 



244 



\ ■ 



APPENDIX C 



s That May Be 
Helpful in Writing Reports 



1. Ability to incorporate and process new stimuli in order to deal with 
the situation. 

a. The child's response to assessment itself should be noted. Of tha 
wide range of responses possibie, high letels of ^vdety, 
withdrawal, physical intrusiveness, or destructive manipulation 
of objects may indicate emotion^ disturbance. 

b. The child's prevailing mood is impprtant. Fearfulness, sadness, 
anger, anxiety, apathy, docility, sulking, and/or rapid changes 
in mood should be noted. 

2. Perception— ability to understand the physical environment. 

a. E>oes the child discriminate between the examiiter's role and the 
role of parent or teacher or see them as having the same role? 

b. How does the child perceive the physical environment? This in- 
cludes what sensory procel^ses the child uses tp gather informa- 
tion about surroundings and whether perceptions are accurate 
or distorted. Neurolo^::al defidts may be a factor if perceptual 
difficulties sae present 

c. Does the child use objects in the environment appropriately? 
Bizane or idiosyncratic tis^ are tq be rioted (e.g., treating peo- 
ple as objects, eating crayons, distorted concepts of spa^ and 
time). 

3. Self-concept— the child's attitudes toward self. 

a. Much can be revealed in the child's dse$s, hygiene, posture, and 
nwnnerisms. Obesity, being excessively mtderweight, lack of at- 
tention to grooming or dress, excessive neatness or cleanliness, 
and/or sti^ness of poshire should be noted. 
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b. Signs of self-abusive behavk>rs shoiUd be noted. If these are not 
directly observed or reported by others, signs of such behavior 
should l■^ kept in mind. Lip biting, picking at the body, and hair 
pulling all leave physkal signs on the child. 

c. Reactions to successes and.failures are important sources of in* 
formation about the child's self-image. 

d. Hesitancy to attempt novel or difficult tasks may inSKcate lack of 
self-confidence as does a need for much praise, encburkgement, 
or reassurance. 

4. Ability to control impulses. 

a. Excessive motor activity, impulsive behavior, tantnuns, and/or 
lack of goal-directed behavior or veibalizations should be noted. 

b. Bowel and/or bladder control diat are inappropriate for the child's 
age should be noted (enuresis or encopresis). 

c. If excessive activity or hyperactivity is present, certain questions 
should be asked to determine whetl^ or not it stiay be oiganically 
based; Does it occur consistently or qnsodicaUyl Is it random 
behavior or purpmve? Does it seem to be triggered by anxiety! Is 
it accompanied by impulsive and uninhilHttid behavior? Aie there 
also attentional deHdt^l Is it correlated vAih krw frustration 
tolerance! (The italicized options indicate a likely emotional basis, 
and the others a possftle organic basis.) 

\ 5. Cognitive abilities— intellectual functioning and quality and content . 
of thought processes. 

a. What is the level of abstract thinking, and is it age appropriate? 

b. Js the child's general fund of informaiion and vocabulary ap- 
propriate to age, grade, level of intellectual functioning, and 
culttiral background? 

c. VV^at is the child's level of educational achievement? Is this level 
discrepant from the child's ability level? Is there a discrepancy 
between educational achievement and classroom performance 
(tests and homework)? 

d. Can the child follow through his or h^ thoughts in a logical man- 
ner, or are associations loose and tmrelated? Are the child's 
thoughts goal-directed? 

e. What themes exist in the child's fantasies? Can the child 
distinguish fantasies from reality? 

f . What level of sodal awareness does the child have? Is tlie child 
able to tmderstand the situation and make good judgments as 
to how to act? 



'■ time 



AfTpendix C 237 

6. Ability to communicate-*both nonverbal and verbal skills. 

a. Preseiure of age-appropriate speech and language should be 
noted* Prc^ms articulation, dysiiiythmias, pitchy or volume 
should be noted sina they can indicate neurologkral dysfunction, 
maturatk>nal lags, or interpersonal problenr^. 

b. Speed, amount, and spontaneity of speech should be noted. 

c. Does the child use speech to communicate with others or for self- 
stimulation? Edtolalia, word distortions, humming, rhyming, and 
irrelevant talk may indicate speech used for self-stimulation. 

d. The content of the cliild's verbalizations is important. Themes, 
preoccupations, concerns, interests, and experiences should be 
recorded as well as the child's syntax, use of pronouns, and com- 
pleteness of thought expressed. Thought fragmentation, running 
together of ideas, including excessive details, misuse of pronouns, 
and odd syntax patterns may all be indicators of emotional 
problems. 

7. Interpersonal and social relationships— the child's interest in these 
as well as skills 

a. The child's response to the examiner's requests are an important 
source of information. OvercompUance, ignoring, and refusal (op- 
positionalism) are responses to be noted. 

b. What demands does the child make on the exantiner? Are they 
attempts to gain control of the situation? 

c. The child's level of exploratory and curiosity-motivated behavior 
is important. Is the child interested in the new environment or 
aloof and indifferent? If the child is aloof and indifferent, it is 
necessary to look for int** itions of whether this i& a result of anx- 
iety, lack of interest in social interactions, withdrawal, or 
depression. 

d. The child's manner of relating to the examiner should be noted. 
Is the child friendly or withdrawn, responding only when the ex- 
aminer initiates interaction? Behavior on the extreme end of the 
continuum, such as negative— <;ooperative or passive— aggressive, 
should be noted. Expressions of hostility should be noted. Can 
the child enter into teasing or game playing? 

e. Is the child interested in what the examiner has to say or con- 
tribute, or is the child egocentric in his or her interactions? 

f. What is the quality of the child's peer relationships? Are the 
child's interactions with peers age-appropriate? 
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g. How does the child resolve conflicts with others? Does the child 
rely on an adult for resolution or deal with it independently? 

h. Wh«; b the nature of Uifl child's relationship with family 
members? With teachers? 

i. Does the child have the ability to empathize with others? What 
are the child's role-takir\g skil\s? 

8. Value development. 

a. Wh&t are the child's values? To what degree have they been 
internalized? 

b. What is the child's imderstanding of rules? What are the child's 
attitudes toward obeying them and reasons for doing so? . 

c. Is the child's behavior consistent with his or her values and rules? , 
If not, is the child aware of this discrepancy? 

d. Where does the child attribute responsibility for wrongdoings? 
If the child sees himself or herself responsible, is there evidence 
of excessive guilt feelings o» no guilt? 

e. Can the child be flexible and adaptive in use of ethical principles, 
or are they used rigidly? 
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Suggested Format for 
Interview with Parents 



General 



Family members: Names, age, grade, occupation 

Describe the problem.' 

How is the problem manifested at home? 

Family History 

Marmge: How long; any separations; previous marnages; if 
divorced, custo<'y agreement and visiting patterns; 
general tone of marriage 

Mother, Father 

Place of birth and where grew up 
Family make-up 

Childhood illnesses, deaths, divorces 

Education 

Work experience 

Aspirations: early and present, satisfaction with progress 

Current relationship with extended family 

Current health, physical and emotional 

Alcohol or drug abuse 

Family moves and living arrangements 

Family separations when child was separated from parents 

Familial diseases 

Family activities 

Sibling(5) age(s), adjustment, and relationship with child 
Discipline techniques and consistency 



# 
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Developmental History 

Pregnanq^: 

Planned or unplanned; parent's attitude when learned of pregnancy 
Age of parents and marital status 

Mother's health during (vomiting, weight gain, blood pressure 

problems, swelling, kidney problems, etc.) 
Complications, such as threatened or voluntary abortions 
Parent's emotional state during 

Birth: 

Labor and delivery 
Complications 
Birth weight 
Postpartum course 

Postnatal difficulties (anoxia, jaundice, etc.) 
Any evidence of infection or damage 

Development: 

Infancy: Feeding, respiration, sleep, colic, general mood, respon- 
^•iveness, sensory deficit, temperament 

Milestones: Sitting, standing, talking (fir:?t word and sentences), 
walking, toilet training 

Medical History 

Serious illnesses, accidents, head injuries, operations, hospitaliza- 
tions, convulsions/seizures, allergies, current medications, and 
health status 

School History 

Preschool: 

Separation difficulties, temper tantrums 
Peer relations 
General adjustment 

Elementary School, Junior and Senior High: 
Academic performance 

Social: peer relationships, teacher relationships 

Refusals to attend 

Problems or disciplinary actions 
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Parents' Perceptions 

Father's/Mother's view of their relationship with the child 
Chad's airrent personality 
general view of 

frustration tolerance, anxiety, fears 
what arouses aggression/anger 
general mood, feelings, attitudes 
Child's behavior 
interests, friends 
drug, alcohol, tobacco usage 
police contacts 

suicide or homicide attempts, cruelty to animals 
Child's experiences 
physical assaults (beatings, animal attacks) 
sexual trauma, interests, attitudes and concerns about sex 
Father's/mother's view of the cause of the problem 
Father's/mother's expectations and desired solution 
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Suggested Fomiat for 
Interview with Child 

General conversation: Where the child lives, interests, hobbies, sports, 

music, vacations. 

Why the child is Here: The child's understanding of whit will happen 

and the purpose of the process. 

Friends: Activities, view of friends, ages of friends, what the child feels 
parents think of friends' problems. 

School: Likes or dislikes 

Subjects of interest 

General attitude toward grades: If poor, why the child thinks 
they are 

How the child feels about pet rs in class and how he or she 
gets along with them 
Attitudes toward teachers 
Problems with teachers 

Family: How the child gets along with mother, father, each sibling 
Worst thing about relationship with e^ parent 
Best th^ng about relationship with each parent 
Whic^ sibling the child gets along with best, worst; why 
Worries about each parent 
Worries about family 

Whether the child thinks parents' discipline is fair 
Where the child thinks he or she fits into the family 
If child is adopted and knows this fact, feelings, fantasies 
regarding natural parents 
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Affect: How the child feels most of the time 

When trying to fall asleep, what thought or fantasies the child 
often has 

When in a really boring ciass at school what the child thinks 

about and whiit feelings are associated 

Whether the child sometimes imagines being someplace else 

or someone else; if so where, who, whv, what better 

Daydreams, what about 

Fears, what makes the child angry, sad, happy 

The following sections should be used as appropriate to age and 
referral problems. 

Drug usage: Age of first use, which drug tried first 

Other drugs in order of experimentation (check specifical- 
ly: marijuaiw, hash, THC, PCP, downers, Quaaludes, 
Valium, acid/mescaline, speed, cocaine, heroin, other). 
For each drug used, age at first use, nimiber of times used, 
last time taken and how much, ^ects (How do^ the child 
feel; what does the child like about it.) 

Alcohol usage: Age began, how often, kinds and quantity, how often 
dnmk, when was last time 

Tobacco usage: Age began, quantity 

Sexuality: Dating 

Girlfriends/boyfriends 

Experiences such as first intercourse and at what age, fre- 
quency, contraceptives used 
Feelings regarding sexual involvement 
Concerns, attitudes 
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Organization 



for 



Data. 



Collection in the Ecological 
Approach 



L Initial description of the environment 

A. The environment is engaged for data collection on 
perception of the problem, 

B. Information is gathered from the particular setting(s) in 
which the problem is most noticeable. 

C. Information is gathered from the settings in which the 
problem is not noticeable. 

II. Expectations 

A. Information is gathered about the expectations of the en- 
vironments in which the child is experiencing problems. 

B. Information is gathered about the expectations of the en- 
vironment in which the child is not having problems. 

III. Behavior^ descriptions 

A. Data are collected on the interactions and skills of the 
people involved in the problematic situations. 

1. Present data 

2. Historical data 

3. Interactional analysis 

4. Fiinctional analysis 
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6. Data are collected on the interactions- and skills of the 
people involved in successful situations. 

1. Present data 

2. Historical idata 

3. Interactional analysis 

4. Functional analysis , 

C. Assessment is made of the skills needed by the child to 
function successfully in different environments. 

IV. Data are summarized. 

V. Reasonable expectations are set for the child and for teachers 
for situations in which the problem is most noticeable. 

Adapted from Uten, S;, and Katz, G. (1975). A theoretical model for assessmait 
of adolescents: The ecJogkal/behavioral approach Madison WI: Madison Public 
Schools. 
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National Organization 
Sources for Further 
Information 



The following list of national organiiiations is not meant to be ex- 
haustive. For more complete listing the reader is referred to R. M, 
Goldenson, DisabUity and Rehabilitation Handbook (New York: f«.cGraw- 
Hil:, 1978). Many national organizations have regional, state, or local 
riuip :ers, offices, or branches. The reader should dteck local telephone 
cU'e^ tones of social service agencies and organizations for such groups. 



GENERAL 

The Council for Exceptional Children (CEC) 
1920 Association EWve 
Reston VA 22091 

The following divisions of CEC are especially relevant: 

Council of Administrators of Special Education (CASE) 
Council for Educational Diagnostic Services (CEDS) 
EHvision on Career Development (DCD) 
Division for Early Childhood (DEC) 
Teacher Education Division (TED) 

Division of School Psychology 
American Psychological Association 
1200 17th Street, NW 
Washington DC 20036 
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National Association of School Psychologists 
1511 K Street, NW. Suite 927 
Washington DC 200(3 

National Association of State Directors of 

Special Education (NASDE) 
1201 16th Street, NW 
Washington DC 20036 

GIFTED 

American Association for Gifted Children 
15 Giamercy Park South 
New York NY 10003 

The Associalion for the Gifted (TAG) 

A Division of The Council for Exceptional Children 

1920 Aj^isiociation Drive 

Reston YA 22091 

MENTAL RETARDATION 

American Association on Mental Deficiency 
5201 Connecticut Avenue, NW 
Washington DC 20015 

Division on Mental Retardation (CEC-MR) 

A Division of The Council for Exceptional Children 

1920 Association Drive 

Reston VA 22091 

National Association for Retarded Citizens 
2709 Avenue E East 
Arlington TX 76011 

LEARNING DISABILITIES 

Association for Children with Learning Disabilities 
4156 Library Road 
Pitcsburgh PA 15234 

Division for Learning Disabilities (DLD) 
A Division of The Council for Exceptioiial Children 
1920 Association Drive 
Reston VA 22091 
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EMOTIONALLY DISTURBED 

American Orthopsychiatric Association 
1790 Broadway 
New York N\' 10019 

Council for Children with Behavioral Disorders (CCBD) 
A Division of The Council for Exceptioiial Children 
1920 Association Drive 
Reston VA 20091 



PHYSICALLY HANDICAPPED 

American Diabetes Association 
1 West 48th Street 
New York NY 10020 

Division for Physically Handicapped (DPH) 

A Dhision of The Council for Exceptional Children 

1920 Association Drive 

Reston VA 22091 

Epilepsy Foundation of America 
1828 L Street, NW 
Washington DC 20036 

National Easter Seal Society for Crippled Children and Adults 
2023 West Ogden Avenue 
Chicago IL 60612 

National Society for Autistic Children 
306 31st Street 
Huntington WV 25702 

United Cerebral Palsy Association 
66 East 34th Street 
New York NY 10016 



HEARING IMPAIRED 

Alexander Graham Bell Association for the Deaf 
3417 Volta Place, NW 
Washington DC 20O17 
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Division for Children with Communication Disorders (DCCD) 
A Division of The Council for Exceptional Children 

Association Drive 
Reston VA 22091 

National Association of the Deaf 
813 Thayer Avenue 
Silver Spring MD 20910 

National hiformation Center on Deafness 
Gallaudet College 
Kendall Green 
Washington DC 20002 

VISUALLY IMPAIRED 

American Foundation for the Blind 
15 West 16th Street 
New York NY 10011 

Division for the Visually Handicapped (DVH) 
A Division of The Coundi for Exceptional Children 
1920 Association Drive 
Reston VA 22091 

National Society to Prevent Blindness 
79 Madison Avenue 
New York NY 10016 

COMMUNICATION DISORDERS 

American Speech and Hearing Association 
9030 Old Georgetown Road 
Washington DC 20014 

Division for Children with Communication Disorders (DCCD) 
A Division of The Council for Exceptional ChOdren 
1920 Association Drive 
Reston VA 22091 
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Resources for Assessment 
Instruments 



This listing includes publishers of the assessment instniment^ men* 
tioned in the text. The reader is referred to the following resources for 
additional inf onnation about these instruments as well as others that 
are available: 

Buros, O. K. (Ed,). (1978). ThedghthtnentalmeasurmmtsyeoTb^ 
I & !!)• Highland Paric NJ: The Gryphon PreM. 

Includes a description of I7I84 tests, with statistical data on stand- 
ardization, validity/ and reliability. Test reviews and refereiKes are ' 
included for specific tests* 

Johnson, O. G. (Ed.). (1976). Tests and measurements in child develop- 
ment: Handbook II (2 vols.). San Fraitcisa): Jossey-Bass. 

A listing «f puUished and unpuHisl^ measures indud&ig behavior 
rating scales, mteasures of attitudes, and instruments appropriate v 
for assessing various aspects in the child's environment* Descrip- 
tions of reliability and validity are included when available. In-^ 
struments are appropriate for ages 0 to 18. 

Mitchell, J. v., Jr. (Ed.). (1983). Test in print UI. Uncoln MB: The Unhrer- 
sity of Nebraska Ptess. 

A description, with references, of 2,672 commertdally published tests 
in print and cun^ntly available. Reviews are not included. The book 
serves as a master index to the content of the Mental Measurements 
Yearbook series. 
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Sweetland, R. C &c Keyser, D. J. (1983). Tests. Kansas City MO: Test 
Corporation of Americ . 

A comprehensive listing of over 3,000 tests in the English language 
divided into three main sections: psychology, education, and 
business. Information on each test includes its purpose, a descrip- 
tion of the test, and availability. No reliability or validity data are 
provided. 

Part A: Listing of Assessment Instruments 

Assessment instruments, with the publisher, are listed in alphabetical 
order. Publishers and addresses are listed in alphabvtitai order in 
Part 3. 

AAMD Adaptive Behavior Scale (Pahlishers Test Service) 

AAMr Adaptive Behavior Scale: School Edition (Publishers Test 
Service) 

Arthur Point Scale of Perfo, tancie Tests: Revised (Psychological 
Corporation) 

BayJey Scale of Infant Development (Psychological Corporation) 

Behavior Problem Checklist (unpublislied) (D. Peterson) 

Bender Visual Motor Gestalt Test (American Orthopsychia^ric 
Association) 

Cain-Levine Social Competency Scale (Consulting Psychologists 
Press) 

Cattell Infant Intelligence Scale (Psychological Corporation) 

Chicago Non- Verbal Examination (Psychological Corporation) 

Child Behavior Rating Scale (Western Psychological Services) 

Children's Apperception Test (Psychological Corporation) 

Columbia Mental Maturity Scale (Harcourt, Brace & World) 

Creativity Assessment Packet (Publishers Test Service) 

Devereux Adolescent Behavior Rating Scale (Devereux Foundation) 

Devereux Child Behavior Rating Scale (Devereux Foundation) 

Devereux Elementaiy School Behavior Rating Scale (Devereux 
Foundation) 

Draw-a-Person Test (Western Pisychological Services) 

Durrell Analysis of Reading Difficulty (Harcourt, Brace & World) 

Family Drawings (Grune & Stra*ion) 



261 



Afr^uiix H 253 

Gates-McKellop heading Diagnostic Tests (Teachers College Press) 

GeseU Deveiopmi ntal Schedules (Psychological Corporation) 

Goodenough Dra v-A-Man Test (Harcourt, Brace & World) 

Hahnemann High School Behavior Rating Scale (Hahnemann Men- 
tal Health/Ment, J Retardation Center) 

Henderson Enwonmental Learning Process Scale (Office of Child 
Research) 

Home Observation for Measurement of the Environment (Robert 
H. Bradley) 

Illinois Test of Psycholinguistic Abilities (Publishers Test Service) 

Kaufman Assessment Battery for Children (American Guidance 
Service) 

Key Math Diagnostic Test (American Guidance Service) 

Leiter International Performance Scale (Stoelting Company) 

Louisville Behavior Check List (Child Psychiatry Research Center) 

McCarthy Scales of Children's Abilities (Psychological^ Corporation) 

Make a Picture Story (Psychological Corporation) 

Merrill-Palmer Scale (Stoelting Company) 

Nebraska Test of Learning (Psychological Corporation) 

Peabody Picture Vocabulary Test (American Guidance Service) 

Peabody Individual Achievements Test (American Guidance Service) 

Pictorial Test of Intelligence (Houghton Mifflin) 

Pupil Behavior Rating Scale (Publishers Test Service) 

Raven's Progressive Matrices (Psychological Corporation) 

Rohde Sentence Completion (Western Psychological Services) 

Rorschach Psychodiagnostic Plates (Psychological Corporation) 

Rotter Sentence Completion (Psychological Corporation) 

Slosson Intelligence 'lest (Publishers Test Service) 

Social Climate Scales (Consulting Psychologists Press) 

Stanford-Binet Intelligence Scale (Houghton Mifflin Company) 

Stanford Diagnostic Arithmetic Test (Harcourt, Brace & Worid) 

Stem Personality and Associates Environmental Indexes (Evalua- 
tion Research) 

System of Multicultural Pluralistic Assessment (Psychological 
Corporation) 
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Thematic Apperception Test (Psychological Corporation) 

Torrance Tests of Creative Thinking (Personnel Press) 

Vineland Adaptive Behavior Scale (American Guidance Service) 

Walker Problem Behavior Identification Checklist (Western 
Psychological Services) 

Wechsler Adult Intellig«fnce Scale-Revised (Psychological 
Corporation) 

Wechsler Intelligence Scale for Children-Revised (Psychological 
Corporation) 

Weschsler Preschool and Primary Scale of Intelligence (l^sychological 
Corporation) 

Wide Range Achievement Test (Publishers Test Service) 
Woodcock Reading Tests (American Guidance Service) 

Part B: Address of Publisher 

American Guidance Service, Inc 
Publisher's Building 
Circle Pines MN 55014-1796 

American Orthopsychiatric Associatiori, Inc. 
1775 Broadway 
New York NY 10019 

Bobbs-Merrill Education , Publishing Company 
4300 West 62nd Strict 
Indianapolis IN 46206 

R. H. Bradley 

University of Arkansas at Little Rock 
33rd & University 
Little Rock AR 72204 

Child Psj'i-hiatry Research Center 
608 South Jackson Street 
Louisville KY 40202 

Consulting Psychologists Press, Inc. 
577 College Avenue 
Palo Alto CA 94306 

Devereux Foundation Press 
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